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Keep the arthritic man tin motion 


DELENAR loosens the rheumatic grip on muscles and joints by relaxing 
motion-stopping muscle spasm with a proved muscle relaxant. Then 
the specific analgesia of better-tolerated aluminum aspirin eases motion- 
stopping pain and helps put muscles back in action. 

While immediate symptomatic relief restores motion, the underlying 
inflammation is reduced with a low-dosage corticosteroid. 

Now you can restore comfortable motion safely, 

surely with DELENAR in rheumatoid arthritis / Ag 
traumatic arthritis /early osteoarthritis / 
rheumatoid spondylitis / fibrositis / myositis / i b : 
bursitis / tenosynovitis. 


Formula: 

Orphenadrine HC] 15 mg.. .Proved muscle relaxant to relax spasm ij 
Aluminum Aspirin 375 mg... Fast analgesic relief of motion-stopping pain 
Dexamethasone* 0.15 mg....Low-dosage anti-inflammatory steroid 

For complete details, consult latest Schering literature available i 
from your Schering Representative or Medical Services Department, 
Schering Corporation, Bloomfield, New Jersey. *ERONL® 


Bibliography: . soon 

1. Ernst, E. M.: Pennsylvania M.J. 63:708 (May) 1960 a 
he ve 

2. Settel, E.: Clin. Med. 7:1835 (Sept.) 1960. SS 
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PHYSICAL 
STRESS 


a threat 
the chronic asthmatic 
can’t always avoid 


but it needn’t trigger 
a respiratory crisis 


Respiratory patients can’t always avoid 
distress-provoking situations. That is why 
Choledy] prophylaxis is basic. Taken 
regularly—daily—Choledyl helps prevent 
severe respiratory flare-ups by affording 
sustained bronchodilatation. 
Throughout long-term use, Choledyl 

is uniformly effective. And even in 

older patients, gastric upset and 

other unwanted effects are rare. 

Dosage: one 200 mg. tablet q.t.d. 


Precautions: Side effects have been minimal but may include CNS stimulation or, rarely, palpitation. 
Full dosage information, available on request, should be consulted before initiating therapy. 


to avoid the crisis in chronic bronchitis, chronic asthma, emphysema 


CHOLEDYL 


brand of oxtriphylline opie THE CHOLINE SALT OF THEOPHYLLINE 












LIFTS 


AS IT 
CALMS 





DEPRESSION 


ANXIETY 


“I feel like my old self again!” Thanks to your balanced Deprol ther- 
apy, her depression has lifted and her mood has brightened up — while her 











anxiety and tension have been calmed down. She sleeps better, eats better, 
and normal drive and interest have replaced her emotional fatigue. 


Brightens up the mood, brings down tension 


Deprol’s balanced action avoids 
“seesaw” effects of energizers and 
amphetamines. While energizers and 
amphetamines may stimulate the pa- 
tient — they often aggravate anxiety 
and tension: 


And although amphetamine-barbitu- 
rate combinations may counteract 
excessive stimulation —they often 
deepen depression and emotional 
fatigue. 


These “seesaw” effects are avoided 
with Deprol. It lifts depression as it 
calms anxiety — a balanced action that 
brightens up the mood, brings down 
tension, and relieves insomnia, 
anorexia and emotional fatigue. 


Acts rapidly —you see improvement in 
a few days. Unlike the delayed action 


AN 


WV WALLACE LABORATORIES / Cranbury, N. J. 


of most other antidepressant drugs, 
which may fake two to six weeks to 
bring results, Deprol relieves the 
patient quickly — often within a few 
days. Thus, the expense to the patient 
of long-term drug therapy can be 
avoided. 


Acts safely —no danger of liver or 
blood damage. Deprol does not cause 
liver toxicity, anemia, hypotension, 
psychotic reactions or changes in 
sexual function — frequently reported 
with other drugs. 


“Deprol* 


Dosage: Usual starting dose is 1 tablet q.i.d. When neces- 
sary, this may be gradually increased up to 3 tablets q.i.d. 
Composition: 1 mg. 2-diethylaminoethyl benzilate hydro- 
chloride (benactyzine HCl) and 400 mg. meprobamate. 

Supplied: Bottles of 50 light-pink, scored tablets. Write 
for literature and samples. C0-4523 
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to relieve coldness of the extremities 
in peripheral vascular disease 


VASODILAN 


ne hydrochloride, Mead Johnson 








myo- ss ‘-vascular relaxant 
increases peripheral circulation by direct action 
..without troublesome side effects 
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reactive hyperemia as a test of impaired circulation 
in peripheral vascular disease 


Facilitates Office Evaluation 


This easily performed clinical test! demonstrates 
the presence of peripheral arterial insufficiency, 
and to some extent the degree of circulatory im- 
pairment. The test is based upon limb elevation 
which favors drainage of peripheral vessels with 
subsequent ischemia that releases vasodilating 
substances. After elevation, the dependent limb 
position allows filling of the dilated vessels by 
gravity and the force of the cardiac contraction. 


The patient lies flat with his legs elevated to a 90° 
angle while he flexes 
and extends his feet re- 
peatedly for one min- 
ute. If arterial flow is 
impaired, the distal 
portion of the elevated 
limb exhibits pallor, 
which may be delayed 
somewhat when arte- 
rial disease is mild. 
With marked circula- 
tory impairment, pal- 
lor may not appear at 
all since reactive hy- 
peremia may be pres- 
ent before elevation. 
When the patient sits 
up and places his legs 
in a dependent position, 
reactive hyperemia 
normally produces a 
bright red color fairly 
| promptly. A delay of 45 
_ to 60 seconds indicates 

some degree of arterial 
_ impairment. 






SSeS sa eS 
Flexing and extending legs at 
90° angle for one minute. 


When varicosities are 
present, this test is not 
reliable, since skin color 
may return very 

promptly in dependency whether arterial circu- 
lation is impaired or not.2 Rapid development of 
cyanosis in dependency indicates low or absent 
superficial vessel tone. In continued dependency, 
intense cyanotic rubor develops slowly when lo- 
cal circulation is impaired. 


iting up and placing legs 
in dependent position. 


Awareness of this phenomenon and routine use 
of this test will undoubtedly further earlier 
diagnosis, permit institution of therapy sooner, 
and improve the likelihood of a favorable re- 
sponse to therapy. 


i (1) Winsor, T.:: Peripheral Vascular Diseases, Springfield, Illinois, 


Charles C Thomas, 1959, pp. 457-458. (2) Abramson, D. I.: S 
Clin. North America 40 :3-14 (Feb.) 1960. 


VASODILAN IS CLINICALLY EFFECTIVE'® 


“In particular, the symptoms of pain, cramping, 
numbness and cold were consistently relieved.’ 


“Tsoxsuprine hydrochloride [VASODILAN] was 
administered orally for a median period of seven 
months to 46 patients suffering from arterio- 
sclerosis obliterans. Objective improvement 
could be demonstrated in 39 (about 85 per cent) 
of these.’’! 


“Tsoxsuprine [VASODILAN] was used in the 
management of arteriosclerosis obliterans in 46 
patients....”2 The average ‘‘maximal walking dis- 
tance, measured in 41 patients, more than 
doubled...during isoxsuprine [VASODILAN] ther- 
BDV. 


“With strictly a clinical office approach, isox- 
suprine [VASODILAN] was used in the treatment 
of 100 patients with peripheral vascular dis- 
orders. Definite clinical improvement was ob- 
tained in 89 per cent of these patients.’ 


VIRTUALLY NO SIDE EFFECTS WITH ORAL DOSAGE'~* 


In a study of 100 patients, ‘“‘on an oral dose...no 
side effects have occurred.” ‘With oral adminis- 
tration, there are no contraindications.”? ‘“‘There 
were no significant side-effects or phenomena sug- 
gestive of the existence of contraindications.’! 


Contraindications: There are no known contraindications to oral 
administration of VASODILAN in recommended doses. 


Cautions: VASODILAN should not be given immediately postpar- 
tum or in the presence of arterial bleeding. Parenteral admin- 
istration is not recommended in the presence of hypotension 
or tachycardia. Intravenous administration is not recommended 
because of the increased likelihood of side effects. 


Side effects: Few side effects occur when given in recommended 
oral doses. Occasional palpitation and dizziness usually can be 
controlled by dosage adjustment. Single intramuscular doses of 
10 mg. or more may result in hypotension or tachycardia. 


Dosage and administration: Oral—10 to 20 mg. (1 to 2 tablets) 
t.i.d. or q.i.d.; I1.M.—5 to 10 mg. b.i.d. or t.i.d. Supplied: 10 mg. 
tablets in bottles of 100; in 2 cc. ampuis containing 10 mg. 
(5 mg./cc.) for intramuscular use, boxes of 6. 


For complete details on indications, dosage, administration, and 
clinical background of VASopILAN, see the brochure of this 
product available on request frgm Mead Johnson Laboratories, 
Evansville 21, Indiana. 

References: (1) Samuels, S. S., and Shaftel, H. E.: J.A.M.A. 
171:142-145 (Sept. 12) 1959. (2) Kaindl, F; Samuels, S. S.; 
Selman, D., and Shaftel, H.: Angiology 10:185-192 (Aug.) 1959. 
(3) Clarkson, I. S., and Le Pere, D. M.: Angiology 11:190-192 
(June) 1960. 54361 


Mead Johnson 
Laboratories 


Symbol of service in medicine 














Alpha-Keri makes dry skin feel soft and smooth immediately . . . soothes the skin 
and stops itching. Alpha-Keri deposits a microfine, lubricant-moisturizing 
oil film over the entire skin area... hydrating the keratin and preventing 
it from drying out. It is particularly effective in replacing the action of 
skin lipids lost by the dehydrating effects of soap, water and weather. 
Alpha-Keri may be added to the bath or sponged on the wet skin while 
showering. 





Alpha-Keri is the first and only completely water-dispersible, antipruritic oil com- 
bining mineral oil and a keratin moisturizer. Contains Kerohydric® (brand 
of dewaxed, oil-soluble, keratin-moisturizing fraction of lanolin), mineral 
oil and a special nonionic emulsifier. Alpha-Keri disperses immediately and 
completely in water. Available in bottles of 8 fl. oz. 


Alp h a Ker eo 


antipruritic oil 


a 
‘D> more effective, 


more pleasant 





for 
the bath 


or shower 


way to treat 











dry...itchy skin 








Write for samples and literature. 


WESTWOOD PHARMACEUTICALS 
BUFFALO 13, NEW YORK 





CONTENT S—continued 











551 Hyperinsulinism Due to Islet Cell Carcinoma: Case Report 
ERNEST YOUNT, M.D., RICHARD MYERS, M.D., and 
HARRY M. CARPENTER, M.D. 


555 Clinicopathologic Conference—Minneapolis Veterans 
Administration Hospital 
ROBERT O. MULHAUSEN, M.D., HORACE H. ZINNEMAN, M.D., and 
JOHN W. YARBRO, M.D. 


Departments 
Looking Forward 19A 499 Current Comment 
Digests from Current Literature 28A 68A Book Reviews 
Editorial 497 98A Activities and Announcements 


INFORMATION 
FOR 


AUTHORS The editors of Gertarrics invite physi- 
cians to submit original papers in the field of geriatric medicine. Interest and 
value to the practicing physician are paramount. 


Manuscripts should be typewritten, double spaced. Recommended length 
is from 3,500 to 5,000 words. Authors’ full names, academic or professional 
affiliation, and complete addresses should be included. No more than three 
names should be listed. Credit to contributing workers may be given in a 
footnote. 


Titles should consist of 4 to 6 words. References should be kept to not more 
than 20 citations and should be typed on a separate sheet. Both journal and 
book references should follow the style of the Index Medicus. References are 
to be numbered and listed consecutively as they appear in the manuscript. 
A summary of 40 to 60 words for use at the head of the article should 


accompany the manuscript. 


GERIATRICS encourages the use of illustrations. Art work and photographs 
must be clear, sharp, and suitable for good reproduction. Each illustration 
should be fully identified with author’s name and with figure number and 
should be accompanied by cutlines numbered to correspond. Tables must be 
well organized, clear, and accurate, and eaclr should be typed on a separate 
sheet. 


Galley proofs and reprint order cards will be submitted to the senior author 
well in advance of publication date. Manuscripts should be directed to the 
Editorial Department, Geriatrics, 84 South Tenth Street, Minneapolis 3, 


Minnesota. 
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Relieve both arthritic symptoms with Equagesic 


EQUAGESIC not only relieves the arthritic patient’s pain and 
reduces inflammation, but also improves his outlook by 
controlling the anxiety that magnifies pain. The muscle- 
relaxant action of EQUAGESIC often allows improved mobility 
of limbs, thus preventing disabling atrophy and wasting of 
muscle. 


EQUAGESIC will relieve pain, muscle spasm, and tension in 
a variety of musculoskeletal disorders. Analgesic action is 
potent, yet non-narcotic. Antianxiety, anti-inflammatory, 
and muscle-relaxant actions are prompt and reliable. 


Wyeth Laboratories Philadelphia 1, Pa. 


CSIC 


=) EQUANIL® (Meprobamate, Wyeth) and ZACTIRIN® (Ethoheptazine Citrate with Acetylsalicylic 
Acid, Wyeth) 


For further information on limitations, administration and prescribing of ; 
EquaGesic, see descriptive literature or current Direction Circular. j 
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WHENEVER YOU NEED AN 
ANTIBIOTIC-NYSTATIN. 
COMBINATION... @ 

prescribe the only 

one with the added benefits of 

DECLOMYCIN® Demethylchlor- 

tetracycline + full activity with 


















lower intake + high sustained 









* 
Pw 
activity levels + activity maintained 


for 24 to 48 hours after the last dose. 


remember DECLOSTATIN' 


Demethylchlortetracycline and Nystatin Lederle 





Request complete information on indications, dosage, precautions and contraindi- 
cations from your Lederle representative, or write to Medical Advisory Department. 


ae 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N.Y. Qa 








4 essential actions in 
one Rx: to bring most 
hypertensive patients 
under control 








CENTRAL ACTION OF SER-AP-ES: 
Ser-Ap-Es acts centrally to inhibit or 
block the outflow of sympathetic 
vasopressor substances. In addition, 
Ser-Ap-Es improves cerebral vascular 
tone. 


SerpasiL® (reserpine crea) 

ApRESOLINE® hydrochloride (hydralazine 
hydrochloride crs) 

Esiprix® (hydrochlorothiazide cra) 








RENAL ACTION OF SER-AP-ES: 
Ser-Ap-Es increases renal blood flow, 
thereby halting or reversing the is- 
chemic process in advancing hyper- 
tension. The increase in urine volume 
and sodium and chloride excretion 
which occurs with Ser-Ap-Es also 
benefits the hypertensive patient. 


2/ 2993MK 











Most hypertensive 
patients need more 
than one drug, but 
most hypertensive 
patients need only 


one Rx... 


Cr- 


























CARDIAC ACTION OF SER-AP-ES: 
Ser-Ap-Es has a beneficial effect on 
the hypertensive heart; diastole is pro- 
longed, and there is a decrease in both 
heart rate and cardiac output—which 
combine to ease the strain on the over- 
worked myocardium. 


VASCULAR ACTION OF SER-AP-ES: 
Ser-Ap-Es opposes the action of 
pressor substances on the vasculature. 
In addition, Ser-Ap-Es makes the vas- 
culature less responsive to circulating 
vasopressor amines and more respon- 
sive to the antipressor components of 
the combination tablet. 


Supplied: Srr-Ap-Es Tablets, each containing 0.1 mg. Serpasil, 25 mg. Apresoline hydrochlo- 
ride, and 15 mg. Esidrix. For complete information about Ser-Ap-Es (including dosage, cau- 
tions, and side effects), see current Physicians’ Desk Reference or write CIBA, Summit, N. J. 





SUMMIT: NEW JERSEY 
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Through the years, Ilosone has built an impressive record as an effective antibiotic 
in common bacterial respiratory infections. Numerous published clinical studies 
attest to excellent therapeutic response with Ilosone. Decisive recovery has become 
a matter of record. 


Efficacy of propionyl erythromycin and its lauryl sulfate salt in 803 patients with common 
bacterial respiratory infections 


Tonsillitis* 


Acute Streptococcus 
Pharyngitis* 


Bronchitis* (Bacterial Complications) 





Pneumonia* 








“References supplied on request. 


The usual dosage for infants and for children under twenty-five pounds is 5 mg. 
per pound every six hours; for children twenty-five to fifty pounds, 125 mg. every 
six hours. , 

For adults and for children over fifty pounds, the usual dosage is 250 mg. every 
six hours. 

In more severe or deep-seated infections, these dosages may be doubled. 

Ilosone is available in three convenient forms: Pulvules®—125 and 250 mg.{; Oral 
Suspension—125 mg.f per 5-cc. teaspoonful; and Drops—5 mg.t per drop, with 
dropper calibrated at 25 and 50 mg. 


Product brochure available; write 
QUALITY / EDL ARCH / mTECRITY 





Eli Lilly and Company, Indianapolis 6, Indiana 
+Base equivalent 
llosone® (propiony! erythromycin ester lauryl sulfate, Lilly) 
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if your 
underweight 
patient 

fails to 

gain 


a high 
calorie 
diet 





You’ve seen her often. She’s 
the underweight patient 
who fails to respond to 
high-protein diet. She’s 
slow in recovering from sur- 
gery or illness. She contin- 
ues to lose weight. This is 
the time to turn to Anadrol. 
You can often expect results 
like these: 


clinical briefs’ 


¢ In 92 female patients 
treated with Anadrol, 75 
gained an average of 62 
pounds. Mild androgenic 
side effects (acne, hirsut- 
ism, dysmenorrhea) were 
reported in only 6 cases, 


e Five chronically under- 
weight women ranging in 
age from 20 to 37 years took 
Anadrol for 60 to 90 days. 
All five responded. Average 
weight gain: 8 pounds, An- 
drogenic side effects were 
reported in 1 patient only. 


e 24 females with general 
catabolic conditions (age 
range: 12-88) were given 
Anadrol for 21 to 113 days. 
21 responded. Average 
weight gain: 8 pounds. No 
androgenic side effects 
were reported. 


Here is why Anadrol may 
help you treat your under- 
weight patient, female or 
male. 


Anadrol reverses negative 
nitrogen balance. By stim- 
ulating nitrogen retention, 
Anadrol therapy leads to 
increased synthesis of ami- 
no acids, essential compo- 
nents of protein tissue. 
Anabolism is stepped up. 
Thus Anadrol reverses the 
wasting process and pro- 
motes solid weight gain, 


anadrol 


oxymetholone, Syntex 


promotes solid weight gain 


Specific advantages: Exten- 
sive metabolic testing in 
humans has shown that 
Anadrol stimulates nitro- 
gen retention with 4 times 
the potency of methyl- 
testosterone, the accepted 
standard. Moreover, hu- 
man data reveal that 
Anadrol has only half the 
androgenicity of methyltes- 
tosterone. Thus Anadrol has 
fewer masculinizing com- 
plications, is better suited 
for long-term therapy. 


Indications: Geriatric 
debilitation, chronic 
underweight, pre- and post- 
operative conditions, con- 
valescence from infection, 
osteoporosis, gastrointesti- 
nal disease, general cata- 
bolic conditions, and 
malnutrition, 


Dosage and administra- 
tion: Adults: 2.5 mg. t.i.d., 
orally. Children: up to 12 
years—2.5 or 5 mg./day for 
up to 30 days. Over 12 years 
—adult dosages. 


Precautions: Use with cau- 
tion in patients with heart 
disease or known hepatic 
damage. Do not continue 
administration to children 
beyond 30 days. If mascu- 
linizing symptoms develop, 
discontinue the drug. 


Contraindications: Carci- 
noma of the prostate or 
nephritis or nephrosis. 

How supplied: 2.5 mg. 
white tablets, bottles of 50. 


*Case reports on file, Syntex Medical 
Department. 


anadrol 
an original steroid from 


SYNTEX4 


Laboratories Inc. 62ar7 
10 East 40 Street, New York 16, N.Y. 
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Isordil produces a dramatic 
decrease in the incidence and 
severity of Angina Pectoris’ 


fourteen papers published within the past 
year document this therapeutic advance. 


Isordil “‘...appears to exert a more consistent and 
profound effect than any drug previously used for the 
prophylaxis of angina pectoris.’"! Rapid onset of 
action and prolonged effect are important advantages 
over other agents. ‘Benefits from [lsordil therapy] 
seemed to be more marked with continued use.’”! 





























Other studies have shown similar striking results.2-7 
With Isordil, you can expect a ‘‘... substantial reduc- 
tion in frequency and duration of [angina] attacks.’’2 
Nitroglycerin requirements often can be drastically 
reduced or eliminated. 


why Isordil is different 


e With its high solubility, comparable to that of nitro- 
glycerin, lsordil has a much faster onset of action than 
do some older therapies. For example, with Isordil 
the therapeutic lag caused by the low solubility of 
PETN is avoided. Isordil starts to work within 15 to 
30 minutes; as fast as two minutes if partially dis- 
solved in the mouth before swallowing. 


e Because the liver metabolizes it very slowly, Isordil 
has a longer duration of action—about 4 to 6 hours. 


References: 1. Albert, A.: Isosorbide Dinitrate . Treatment of Angina 
Pectoris, Journal Lancet 81:112 (Mar.) 1961. Shapiro, S.: Angina 
Pectoris: Treatment with Isosorbide Dinitrate, inane 12:53 (Feb.) 
1961. 3. Leslie, R. E.: Co pag! ge ag A to Study, 
Western Medicine 2:56 (Feb.) 1 . 4. Russek, H. Comparative 
Responses to Various Nitrates in nike Treatment of paP~ ectoris, 
Journal of the Kansas City Southwest Clinical Society 36:14 (Dec.) 
1 5. Berry, J. W.; Carney, R. and Lankford, H.: Clinical Experiences 
with teakertiae Dinitrate (Isordil®), Angiology 12:254 (June) 1961. 6. 
Sherber, D. A. and Gelb, |. J.: The Clinical Pharmacology of Isosorbide 
Dinitrate: A Unique, New Nitrated Polyalcohol, ibid. 7. Joseph, L. G 
and Mancini, A.: Isosorbide Dinitrate in Angina Pectoris, ibid. 


a fo. literature and professional samples available on request. Con- 
it direction circular or Physicians’ Desk Reference before prescribing. 

















sordil 


(ISOSORBIDE DINITRATE) 


Also Available: ISORDIL WITH PHENOBARBITAL, the 
accepted sedative for the relief of anxiety in heart patients. 






IVES-CAMERON COMPANY, New York 17, N. Y.(g33 
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IN THE MENOPAUSE.. 





-Mellaril 


THIORIDAZINE HCI 


provides highly effective tranquilization, 
relieves agitation, apprehension, anxiety 





and ‘screens out”’ 

certain side effects 

of tranquilizers, 

making it 

virtually free of: DATION 


NDICE 
ISM 
PRASIA 









































SENSITIVITY 





“The aim of current chemical, pharmacological, and clinical investigations of the phenothiazines 
is to find derivatives possessing potent and selective tranquilization with a minimum of toxic 
action....In agreement with the published results of other investigators, we believe that thiori- 
dazine [Mellaril] shows a greater specificity of tranquilizing action and freedom from serious toxic 
effects when compared with some of the other phenothiazines.”' 


In the Menopause: A series of 150 menopausal patients were observed during Thiorida- 
zine (Mellaril) therapy for two years. The author states “The results were extremely good in 
those patients whose chief complaint was that of insomnia, tension, nervousness and, in 
general, the large group of menopausal symptoms that are due to disturbances of the 
psyche. The sense of ‘well being’ afforded these patients definitely decreased the intensity 
of ‘hot flashes’ and night sweats....Eighty-five per cent of patients complaining of 
insomnia, nervousness and irritability received excellent relief.” 





Mellaril is indicated for varying degrees of agitation, apprehension, and anxiety ORIGINAL 
in both ambulatory and hospitalized patients. RESEARCH 


Usual starting dose: Non-psychotic patients — 10 or 25 mg. t.i.d.; Psychotic patients SERVING THE 
— 100 mg. t.i.d. Dosage must be individually adjusted until optimal response. Maximum PHYSICIAN 
recommended dosage: 800 mg. daily. Supply: Tablets, 10 mg., 25 mg., 50 mg., 100 mg. 


1. David, N. A., Logan, N. D., and Porter, G. A.: Evaluation of Thioridazine (Mellaril), a new 
phenothiazine, in the hospitalized patient, A.M. & C.T. 7:364, June 1960. 2. Caldwell, W. G.: 
Emotional Disorders in the Menopause and Treatment with Thioridazine, presented at 
Bahamas Conference on Internal Medicine, Nassau, Bahamas, April 30-May 6, 1961. 











Help 


protect 
the 
precarious 


Many older patients who complain 
of dizziness may be helped with 
Dramamine®. When permanent re- 
lief is not possible, Dramamine can 
continue to help your elderly pa- 
tients lead a more normal life. 
Dramamine is free of serious side 
effects, easy-to-take and frequently 
effective against acute or chronic 
dizziness with a vestibular compo- 
nent. Freedom from dizziness can 
give your elderly patients the confi- 
dence they need to keep active, 
“doing” for themselves without fear 
of falling or embarrassment. 
Dosage: one 50-mg. tablet t.i.d. 


Dramamine® 


Brand of dimenhydrinate 
For dizziness /vertigo in older patients 


Research in the Service of Medicine 








--- In future issues 


> Control of Chronic Pain in the Elderly 
Patient. Robert W. Boyle, professor of phys- 
ical medicine, Marquette University, Mil- 
waukee, reports that the control of chronic 
pain in the elderly patient is more de- 
pendent upon understanding the patient 
than upon the interruption of impulses 
traveling over specific nerve pathways which 
are purported to carry pain. In acute pain, 
the source of the stimulus can usually. be 
located and the course of the impulses traced 
over well-defined central nervous system 
tracts to the conscious centers. 

The author describes the pain recall phe- 
nomenon, stating that, because of this phe- 
nomenon, drugs usually used for pain con- 
trol have little or no effect upon the pain. 
On the other hand, drugs which cloud the 
sensorium may be very effective. Of more 
importance to the patient may be the will- 
ingness of the physician to listen to the 
patient express his story. Having heard the 
story, the physician should consider the 
whole man in preparing his treatment. 


& An Experimental Inquiry into the Patho- 
genesis of Human Athero-Arteriosclerosis. 


The principal purpose of this paper, written 
by George M. Hass, Division of Pathology, 
Presbyterian-St. Luke’s Hospital, Chicago, is 
to discuss the extent to which animal ex- 
perimental studies have led to a better idea 
of the pathogenesis of the human disease 
and to emphasize directions which might 
be followed to gain a more complete under- 
standing. It is convenient to regard human 


GERIATRICS, copyright 1961 by Lancet Publications, Inc., 84 
South Tenth Street, Minneapolis 3, Minnesota. Title registered 
U.S. Patent Office. Louis M. Cohen, Publisher; Allan Stone, 
Assistant to the Publisher; Virginia L. Dustin, Managing 
Editor; Maurice Wolff, Business Manager. 

ADVERTISING REPRESENTATIVES, NEW YORK 17: Bernard A Smiler, 
John Winter, George B. Janco, Ron Ziegler, 1 East 42nd 
Street, Telephone: Murray Hill 2-8717. 


athero-arteriosclerosis as a complex combi- 
nation of structural changes in arterial walls. 
The 


rial, especially in the intima, represents one 


accumulation of atheromatous mate- 
change, and this may be designated as ath- 
erosclerosis. The degenerations of structure 
of the arterial wall represent another group 
of changes. The sequences which charac- 
terize each type of mural degeneration and 
the subsequent reactions of arterial mesen- 
chyma represent a process which may be 
designated as arteriosclerosis. 


> Treatment of Hypertension with Guane- 
thidine and Hydrochlorothiazide. In a paper 
from the Department of Medicine, Baylor 
Houston, Ralph V. Ford re- 
ports that the control of moderate to severe 


University, 


hypertension usually demands the adminis- 
tration of a 
potent agent, such as guanethidine. Aside 


diuretic agent and a more 
from the increased potency of such a com- 
bination, this regime has certain advantages 
over the diuretic Rauwolfia regime, mainly, 
decreased neuropsychiatric toxity. 


> Geriatric Psychiatric Population. Morse 
P. Manson, Veterans Hos- 
pital, Sepulveda, California, states that there 
are no significant differences relative to race, 
age, marital status, and number of diag- 
noses between geriatric psychiatric patients 


Administration 


who remain in the hospital and those who 
are discharged. Motivation of staff members 
to move patients is a possible causative 
factor for discharge of patients. 
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CONSISTENTLY SUCCESSFUL IN RELIEVING 
DRY ITCHY SKIN 


~ HJ. N.Y: 
DY1 Spoor, 
hs J.M. 58 13292, 1958. 








7 INDICATIONS 
satisfactory results in 88 % of cases 


“In practically every instance.-- eczematoid dermatitis 


: rienced relief 
the patients expe lhe P me 
from dryness and pruritus. atopic dermatitis 





comments: 


senile pruritus 


STUDY 2 


L ae 
Western Med. ubowe, I. 1.; contact dermatitis 


1:45, 1960, 
nummular dermatitis 
Satisfactory results in 94% Of cases saiteooiais 


comments: soap dermatitis 


Sardo “reduced infla 
itching, irrita 
discomfort . Fa 


; mmation, 
tion, and other ichthyosis 


% of case® 














SARDO IN THE BATH releases millions of microfine water-miscible globules* which 
act to (a) lubricate and soften skin, (b) replenish natural emollient oil, (c) prevent 
excessive evaporation of essential moisture. 


Patients appreciate pleasant, convenient SARDO. 
Non-sticky, non-sensitizing, economical. Bottles of 4, 8 and 16 oz. 























for samples and literature, please write... 
SARDEAU, INC. 75 East 55th Street, New York 22, N. Y .*Patent Pending, T.M. © 1961 








yet atropine precautions ordinarily , 
need not be observed.* 
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Selectivity isthe key 


to Adecade of success 4 


“Even when spasm is concurrent with glaucoma »,. 


or prostatic hypertrophy, because of the spec- + 
ificity of Bentyl for the G. |. tract. 

















(dicyclomine) Hydrochloride 


Bentyl stands apart from antisecretories and 

other antispasmodics in combining effective- 

ness with outstanding toleration. Usual adult dos- 

age is 20 mg. t.i.d. There is a Bentyl dosage form 

it i , 

THE WM. S. MERRELL COMPANY to suit every age group and therapeutic need 


ie ciathk: it Rihantinn tect tan See page 661, Physicians’ Desk Reference, 1961. 


Cincinnati, Ohio/ Weston, Ontario Brochure with full product information available on request. 
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helps 
you“reach” 

the depressedj 
office 

patient 





BRAND OF NIALAMIDE 





provides remission of depression—smoothly, gradually, 
without “jarring” o notably low incidence of serious com- 
plications or side effects o convenience of once-a-day dosage 


Science for the world’s well-being® PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. New York 17, New York 





—BEYacineynes 
the will 
Ke) 
Improve 


sage 


New York | 


In Brief \_Niamid, brand of nialamide, is 1-( 

hydrazine, a, well-tolerated antidepressant that may correct or relieve depression on 
once-a-day dosage. Indications: Depressive syndromes of varying degrees of severity 
may be responsive to Niamid including: involutional melancholia, postpartum de- 
pression, depressed phase of manic-depressive reaction,- senile depression, reactive 


depression, schizophrenic reaction with depressive component, psychoneurotic depres- 


sion. m In neurotic or psychotic patients, Niamid may normalize or favorably modify 
aberrant or excessive reactions and symptoms of depression such as: phobias, guilt feel- 
ings, dejection, feeling of inadequacy, discouragement, worry, uneasiness, distrustfulness, 
hypochondriacal and nihilistic ideas, difficulty in concentration, insomnia, loss of energy 
or drive, indecision, hopelessness, helplessness, decreased functional activity, emotional 
and physical fatigue, irritableness, inability to rest or relax, sadness, anorexia and 
weight loss, and withdrawal from society. In the withdrawn patient, Niamid may 
elevate the mood so that there is increased activity, increased awareness and interest in 
surroundings, and increased participation in group activities. Appetite may be increased 
and there may be decreased fatigability. Lack of clinical response to other antidepressant 
therapy does not preclude a favorable response to Niamid. Relief of depression may also 
be evidenced by elimination or reduction of the need for somatic therapy, such as 
electroshock. In patients suffering from depression associated with chronic illness, 
Niamid may improve mental outlook, reduce the impact of pain, decrease the amounts 
of narcotics or analgesics needed, and improve appetite and well-being. In patients with 
angina pectoris, Niamid has been found to be a useful adjunct to management through 
reduction in frequency of attacks and pain. Dosage: Starting dosage is 75 to 100 mg. on 
a once-a-day or divided daily basis. This may subsequently be adjusted depending upon 
the tolerance and response. Responses to Niamid are not usually rapid, and revisions of 
dose should be withheld until at least a few days have elapsed at each level. Increments 
or decrements of 12/2-25 mg. are generally sufficient. A daily dosage. of 200 mg. is the 
maximum recommended for routine use. (As much as 450 mg. daily has been used in 
some patients.) Side Effects: Niamid, in clinical use, has been characterized by a signifi- 
cant lack of toxicity. It is generally well tolerated. Nervousness, restlessness, insomnia, 
hypomania, or mania, sometimes occur. Occasional headache, weakness, lethargy, ver- 
tigo, dryness of the mouth, blurred vision, increased perspiration, constipation, mild 
skin rash, mild leukopenia, and epigastric distress may be obviated or modified by 
reductions in dose. Effects due to monoamine oxidase inhibition persist for a substantial 
period following discontinuation of the drug. Precautions and Contraindications: 
Hepatic toxicity has not been reported in extensive clinical studies. However, if previous 
or concurrent liver disease is suspected, the possibility of hepatic reactions and liver 
function studies should be considered. m The suicidal patient is always in danger, and 
great care must be exercised to maintain all security precautions. The apathetic patient 
may obtain sufficient energy to harm himself before his depression has been fully alle- 
viated. m Niamid may potentiate sedatives, narcotics, hypnotics, analgesics, muscle 
relaxants, sympathomimetic agents, thiazide compounds and stimulants, including 
alcohol. Caution should be exercised when rauwolfia compounds and Niamid are 
administered simultaneously. Rare instances have been reported of reactions (including 
atropine-like effects, and muscular rigidity) occurring when imipramine was adminis- 
tered during or shortly after treatment with certain other drugs that inhibit monoamine 
oxidase. In Cardiology: The central effects of Niamid may encourage hyperactivity and 
the patient should be closely observed for any such manifestation. Orthostatic hypoten- 
sion or hypertensive episodes occur in a few individuals; cardiac patients should be 
carefully selected and closely supervised. In Epilepsy: Although in some patients thera- 
peutic benefits have been achieved with Niamid, in others the disease has been aggra- 
vated. Care should be exercised in the concomitant use of imipramine, since such 
treatment with monoamine oxidase inhibitors has been reported to aggravate the grand 
mal seizures. In Tuberculosis: Existing data do not indicate whether resistance of M. 
tuberculosis to isoniazid may be induced with Niamid therapy; nevertheless, it should 
be withheld in the depressed patient with coexisting tuberculosis who may need isonia- 
zid. m As with all therapeutic agents excreted in part via the kidney, due caution in 
adjusting dosage in patients with impaired renal function should be observed. Supplied: 


Niamid (Nialamide) Tablets, 25 mg.: 100’s— pink, scored tablets; 100 mg.: 100’s— 





orange, scored tablets./ More detailed professional information available on request. 
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Rautrax-N lowers high blood pressure gently, gradually ... protects 
against sharp fluctuations in the normal pressure swing. 


Rautrax-N offers all the advantages of Raudixin, 
Naturetin and potassium chloride in a single dosage 
form plus: increased efficacy — Combined action of 
Raudixin and Naturetin results in a potentiated anti- 
hypertensive effect greater than that produced by either 
drug alone. increased safety — Potentiated action per- 
mits lower dose of other antihypertensive agents, thus 
reducing severity of side effects. Protection against pos- 
sible potassium depletion. flexibility — Interchangeable 


Ee} Rautrax-N = 


with either Raudixin or Naturetin ¢ K. economy — Main- 
tenance dosage of only 1 or 2 tablets daily for most pa- 
tients. convenience — Once-a-day maintenance dosage. 
Two potencies available. 

Supply: Rautrax-N —capsule-shaped tablets providing 50 
mg. Raudixin, 4 mg. Naturetin and 400 mg. potassium 
chlortde. Rautrax-N Modified — capsule-shaped tablets pro- 
viding 50 mg. Raudixin, 2 mg. Naturetin and 400 mg. 
potassium chloride. 


— the Priceless Ingredient 


Squibb Standardized Whole Root Rauwolfia Serpentina (Raudixin) 
and Bendroflumethiazide (*Naturetin) with Potassium Chloride 


*RAVOUUN'®, ‘RAVTRAX’® AND “NATURETIN'® ARE SQUIBB TRADEMARKS 








Inflammatory reaction 





following stress! 





In inflammation, either localized or generalized in nature, capillary damage — increased 
permeability, resulting in seepage of blood constituents into the tissues — is a uniform 
basic reaction resulting from injury or stressors of various types: 


PHYSICAL: Trauma, surgery, overexertion, sprains 
NUTRITIONAL: Malnutrition, toxins, pregnancy, growth 
ENVIRONMENTAL: Temperature, pressure, radiation, allergies 
DISEASE STATES: Viral, bacterial, malignancies, endocrine 


The role of the citrus bioflavonoids in the prevention or reversal of the inflammatory 
process is multiple through: 


1. Maintenance of capillary integrity 


2. In cellular metabolic processes, by potentiating corticosteroids, vitamins and essen- 
tial nutrients, and by inhibition of hyaluronidase 


3. Direct anti-inflammatory action 


In the treatment of inflammatory conditions include the citrus bioflavonoids 
(Lemon Bioflavonoid Complex, Hesperidin Complex and Hesperidin Methyl 
Chalcone) as therapeutic adjuncts. 


Sunkist Growers 


PHARMACEUTICAL DIVISION * ONTARIO, CALIFORNIA 









Specialty formulations of leading pharma- 
ceutical manufacturers contain Sunkist® 
Brand Citrus Bioflavonoids. 
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but still 
keen-eyed 
and alert 


butabarbital sodium 


In a five-year study! of representative 
sedative and ataractic agents, 
BUTISOL sopium provided the high- 
est therapeutic index (per cent of 
effectiveness: per cent of untoward re- 
actions) for control of anxiety and 
insomnia by daytime dosage. 


considerably | 
less tense... 


BUTISOL~ 













‘The therapeutic index as defined in 
this study reflects clinical usefulness 
and indicates to what degree a seda- 
tive agent approaches the ideal.’ It 
is significant that phenobarbital, al- 
though widely used in anxiety states, 
falls far short of the ideal. 
BUTISOL sopium® Tablets 


Repeat-Action Tablets 
Elixir/Capsules 












(McNETE) McNeil Laboratories, Inc., Fort Washington, Pa. 


1. Batterman, R. C., Grossman, A. J., Leifer, P., and Mouratoff, G. J.: Clinical 
Re-evaluation of Daytime Sedatives, Postgrad. Med. 26:502-509 (October) 1959. 












Digests from current literature 


Benign and Malignant Cutaneous 
Tumors in the Elderly 


S. W. BECKER and B. B. BRENNAN. Arch. Dermat. 

83: 262-271, 1961. 

Many benign and malignant tumors show 
a much higher relative frequency in elderly 
patients than ordinary age-incidence charts 
indicate. The relative frequency, an index 
of the true incidence in any age group, is 
determined by dividing the percentage of 
tumors in each age group by the percent- 
age of the population at large in that 
group. 

The 3 most common benigh neoplasms 
in the elderly are seborrheic keratosis, ac- 
quired hemangioma, and pigmented nevus. 
The sole significance of the first 2 lesions 
is cosmetic, and if desired, the tumors may 
be treated by cryotherapy, electrocautery, 
or fulguration. Nevi are treated by excision 
or snipping off the tumor. Biopsy should 
always be done to exclude melanoma. 

Cutaneous carcinoma is of great impor- 
tance in light-complexioned persons with 
a history of repeated sunburn and with 
constantly appearing premalignant and ma- 
lignant lesions. Actinic keratosis and _basal- 
celled carcinoma are the malignant lesions 
with the highest incidence in the aged. 
Prickle-celled carcinoma, the sixth in fre- 
quency, has the highest mortality rate 
among cutaneous cancers. The treatment 
of cutaneous carcinoma is carried out by 
various modalities designed to remove or 
destroy the neoplasm. Irradiation is often 
advisable in elderly persons because of their 
poor physical condition. 

Malignant melanoma is more prevalent 
in elderly patients than has been appreci- 
ated and is probably second in importance 
to prickle-celled carcinoma. Early diagnosis 
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and radical therapy, when feasible, improve 
the prognosis. Prolonged observation is most 
important for elderly persons because of 
their indifference to matters of health. 


Action of Heparin in Ischaemic 
Heart-Disease 

L. MC DONALD and M. EDGILL. Lancet 1: 844- 

847, 1961. 
Small doses of heparin over a long period 
reduce the coagulability of the blood in 
patients with ischemic heart disease with- 
out significantly prolonging the whole- 
blood clotting time. Initial intravenous doses 
of heparin depress thromboplastin genera- 
tion to a lesser degree and for a shorter 
time in cardiac patients than in healthy 
men. Thromboplastin generation and plate- 
let stickiness return to normal after pro- 
longed intramuscular heparin treatment. 
Serum-cholesterol levels and the platelet 
count do not change. 


The Relationship of Coronary 
Thrombosis to Coronary Atherosclerosis 
and Ischemic Heart Disease 

D. M. SPAIN and V. A. BRADESS. Am. J. M. Sc. 

240: 701-710, 1960. 
Despite an increase in the incidence of cor- 
onary atherosclerosis in white men during 
the past twenty-five years, the relative fre- 
quency of coronary thrombosis associated 
with coronary atherosclerosis has remained 
constant. Coronary thrombosis was noted 
only in the presence of advanced degrees of 
coronary atherosclerosis. Incidence of cor- 
onary thrombi appears to be uninfluenced 
by sex, hypertension, or unusual physical 
activity and increases only with age. 

(Continued on page 32A) 


















THE 
KEY 10 


“WINTER ITCH” 
RELIEF 


Aveeno Oilated ‘‘contains the 
well-known antipruritic and 
soothing agent, Aveeno Colloidal 
Oatmeal, potentiated for dry 
skin problems by the inclusion 
of 35% emollient oils. 








A tepid Aveeno Oilated bath accomplishes: 


¢ Relief of pruritus 

¢ Alleviation of inflammation 

© Hydration of the skin 

© Improved skin flexibility and softness 







Relief is often unusually rapid 

and lasting. The skin becomes less 
prone to fissuring; the itch-scratch 
cycle is stopped; and excoriations 
are minimized. 







available in 10 oz. cans 






Excellent for 


WINTER ITCH ¢ SENILE PRURITUS 
DRY SKIN DERMATITIS ¢ BATH ITCH 
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A 5 Dilated Ba ths. : 
veeno Oilated Baths ~ 
The full therapeutic E m @) | ! ] & n t B at h S 
benefits of this agent i 
cannot be duplicated 
by simply adding 
a ‘‘bath oil’’ to the water. 
Aveeno Oilated contains 
soothing colloidal oatmeal 
in addition to 35% 





emollient oils. 
References: !. Franks, A. G.: Am. Pract. & — —— 9:1998, 1958. 2. O’Brasky, L.: Conn. — 23: 20, 1959. 
3. Dick, L. A.: Arch. *Pediatrics 75:506, 1958. 4. Smith, G. C.: J, South Carolina M.A, 54:8, 195 


Aveeno Corporation 250 West S7th Street New York 19, N. Y. 
Pioneers in Ethically Promoted Colloid Baths OA-1 








TAB S.M. 


ation* Quinidine Gluconate 5 gr. (0.33 Gm.) 


the only oral Sustained Medic 


vosessssesannnennrers 


IN ATRIAL FIBRILLATION 


secnonnsneccnsswere 


aaveoresssnsse 


effectively maintained normal sinus rhythm in almost all 
cases. 





q. 12 h. dosage usually sufficed to maintain adequate serum 
levels. 


no night dosage needed —a single late evening dose avoided 
recurrence of fibrillation. 


from 8 to 12 hours after administration, ‘‘definitely higher’’ 
serum quinidine levels than with ordinary quinidine sulfate. 


QUINAGLUTE DURA-TAB S.M. —2 quinidine of 


choice in atrial fibrillation, flutter, premature contractions, 
auricular tachycardia. Bottles of 30, 100 and 250. 


For sample supply and reprint write... 
For dosage, 
WY N PHARMACAL — “ 
CORPORATION PDR 


Page 821 


Lancaster Ave. at 51st St., Phila. 31, Pa. 


*U. S. Patent 
2,895,881 1. Greif. E and Scheuer, J.: J Mount Sinai Hosp., Nov./Dec. 1960 
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IN CHRONIC, 
FUNCTIONAL 
CONSTIPATION 


i 


FOR GENTLE, EFFECTIVE LAXATION 


LLOYD BROTHERS, INC. 


Cincinnati 29, Ohio 


Doxidan is a safe gentle laxative containing a superior 
fecal softener and the mild peristaltic stimulant, dan- 
thron. Because the fecal softener is highly effective, 
a subclinical dose of danthron is all that is needed to 
promote easy normal evacuation. Doxidan has been 
shown to be clinically effective in atonic constipation 
caused by previous use of harsh cathartics, during 
pregnancy and the puerperium, and in hemorrhoidal 
and postoperative conditions where avoidance of 
straining at stool is desirable.1,2 

Doxidan effects easy defecation, free of pain, strain 
and cramping.! As a result, “rebound constipation” is 
largely obviated and the tendency toward laxative 
dependency is greatly reduced. 
FORMULA: Each capsule contains 50 mg. danthron 
(1, 8-dihydroxyanthraquinone) and 60 mg. calcium 
bis-(dioctyl sulfosuccinate). 
DOSAGE; Adults and children over 12, one or two 
capsules. Children, age 6 to 12, one capsule. Admin- 
istered at bedtime for 2 or 3 days or until bowel move- 
ments are normal. Supplied in bottles of 30 and 100 
soft gelatin capsules. 

1. Beil, -A. R. and Brevetti, R. E.: Management of constipation during the 

puerperium, New York State J. Med. 60:2706-2707, September 1, 1960. 
2. McCarthy, E. V.: Calcium bis-(dioctyl sulfosuccinate) in treatment of 
constipation, Clin. Med. 7:2257-2259, November, 1960. 
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Incidence of thrombi in patients who die 
from acute myocardial ischemia increases 
with the duration of survival from the 
onset of the fatal episode. Thus, an acute 
episode of myocardial ischemia is precipi- 
tated in persons with advanced coronary 
atherosclerosis, and thrombosis apparently 
occurs secondary to the lowering of pres- 
sure with slowed and diminished flow in 
narrowed and damaged coronary arteries. 

During 1931 to 1935, only 1 of 50 men 
under 45 had 20 to 50 per cent encroach- 
ment by atherosclerosis on the lumen of the 
coronary artery, whereas during 1951 to 
1955, 26 of 50 men in the same age cate- 
gory had a similar degree of coronary ath- 
erosclerosis. A total of 49 of 303 patients 
who survived less than one hour after onset 
of acute myocardial ischemia, 24 of 65 who 
survived one to twenty-four hours, and 109 
of 200 who survived more than one day 
had coronary thrombi. 


Plasma and Blood Volumes in 
Elderly Patients After Surgery 

R. E. SEMPLE, A. E. T. THOMSEN, and D. L. C. 

BINGHAM. Canad. M. A. J. 84: 772-776, 1961. 
Both plasma and red cell volumes appar- 
ently decrease during the first day or two 
after operation. The decrease in cell volume 
is usually slightly greater than the con- 
comitant decrease in plasma volume; thus 
there is usually a mild hemodilution with 
a decreased total blood volume. From about 
the second to sixth postoperative day, 
plasma volume increases, but cell volume 
continues to decrease for four to five days 
after surgery. At this stage a moderate 
hemodilution is observed, combined with 
a normal or somewhat increased total blood 
volume. 

Various mechanisms which may alter the 
red blood cell morphology to such an ex- 
tent that the cells become prematurely old 
and hence have a shorter life span are 
mechanical trauma, biochemical influences, 


and administration of blood. However, the 
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possibility exists that the decrease in red 
cell volume may be only apparent and due 
merely to redistribution of the cells after 
surgery. 

Plasma volumes measured by the dextran 
dilution method and total blood volumes 
calculated from plasma volume and hemat- 
ocrit values were determined preoperatively 
for 28 elderly patients. Postoperative serial 
volumes were determined for 21 of the 
patients, all of whom were in satisfactory 
clinical condition. 


Lipid and Fatty-Acid Composition of 
Coronary and Cerebral Arteries at 
Different Stages of Atherosclerosis 


C. J. F. BOTTCHER,. E. BOELSMA-VAN HOUTE, C. 

CH. TER HAAR ROMENY-WACHTER, F. P. WOOD- 

FORD, and C. M. VAN GENT. Lancet 2: 1162-1166, 

1960. 

In studies of atherosclerosis, entire reliance 
on information yielded by the aorta may 
obscure important differences in detail ex- 
isting in the smaller arteries. 

In tissue from both relatively undiseased 
and atherosclerotic coronary arteries and the 
circle of Willis, rise in lipid content with 
increasing degree of atherosclerosis is not 
nearly so great as in the aorta, perhaps be- 
cause of the initially higher values in cor- 
onary and brain arteries. 

The most striking difference between the 
compositions of lipids from the smaller ar- 
teries and from the aorta is a high per- 
centage of triglycerides in the coronary ar- 
tery lipids. Decrease in percentage of free 
fatty acids with increasing severity of dis- 
ease is much less pronounced in lipids from 
the coronary and brain arteries than in 
lipids from the aorta. Changes in lipid com- 
position tend to be the same in all 3 arteries. 

The percentage of linoleic acid and other 
polyunsaturated acids increases with increas- 
ing severity of atherosclerosis in lipids from 
both the smaller arteries and the aorta, al- 
though the increase is less notable in the 
circle of Willis. 

In all 3 arteries, changes in the composi- 
tion of phospholipid fatty acids indicate an 

(Continued on page 36A) 
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Delivers 88% of its controlled release iron after the first half-hour 
Result: less iron in the stomach, less gastric irritation 


In view of the multiple factors which can ad- 
versely affect iron absorption, it has been stated 
that, “‘. . . therapeutic iron should be given on an 
empty stomach.’! But, in the past, this meant a 
greater incidence of side effects such as nausea, 
abdominal pain, diarrhea or constipation, and 
even heartburn. 

Iberet solves this problem by a smoothly con- 
trolled release of the major portion of its iron 
content after it leaves the stomach. Maximal re- 
lease occurs where it can do the most good—in the 
intestinal tract—reducing the incidence and se- 
verity of gastrointestinal upset without impairing 
the therapeutic efficacy. Iberet is exclusively for- 
mulated with the Ferrous Sulfate in Gradumet form 
so that it can be given on an empty stomach. 

The importance of the B-complex? and ascorbic 
acid to all cellular metabolic functions has been 
pointed out.* For this reason, therapeutic B-com- 
plex plus vitamin C are added to the Iberet for- 
mula to obtain maximal hematopoiesis in the 
shortest possible time. 


In this half, 525 mg. 
of ferrous sulfate are 
provided in the 
ingenious Gradumet 
vehicle—engineered 
to deliver maximum 
release after the tablet 
is out of the stomach. 


Here, to help 

insure maximal 
hematopoiesis, is 
therapeutic B-complex 
plus 150 mg. of 
vitamin C. 





Just one Iberet Filmtab® a day supplies potent 
antianemia therapy—provides approximately the 
same hemoglobin response as ferrous sulfate 
given two or three times a day. Give Iberet at any 
time of day or night, even on an empty stomach. 
Iberet delivers most of its iron when and where 
it’s best used—in the intestine. 


JUST ONE DOSE DAILY PROVIDES: 


Controlled-Release Iron 


*Ferrous Sulfate, U.S.P.. . 525 mg. 
(Elemental lron—105 mg.) 


Plus Therapeutic B- ‘wena 


Cobalamin (Vitamin By)................. 25 meg. 
Thiamine Mononitrate..................... 6 mg. 
RUHTEMMRITT Ch 6 ook 5a os eaten oes stevens meee Soe 6 mg. 
SATB LRMNPNNRUNCRO as ios nts lige cic Geese nie .~. BOR: 
Pyridoxine Hydrochloride.................. 5 mg. 
Calcium Pantothenate................... 10 mg. 
Plus Vitamin C 

ASCOIDIC ACIG.. ... i ess. para cae 150 mg. 
Note: Filmtab® Fero-Gradumet™ with 105 mg. of Elemen 
tal lron only, in long-release dose form, is also available 


1 Woodruff, C.W., “Iron’’; Borden’s Review of Nutrition Re- 
search, 20:61, 1959. 

2Vilter, R.W., “Essential Nutrients in the Management of 
Hematopoietic Disorders of Human Beings’; Am. J. Clin. 
Nutrition, 3-72, 1955. 

3Brown, M.J., ‘Nutritional Problems in Surgery”’; Surg. Clin. 
North America, 34-1239, 1954. 


“In controlled-release dose form. 

Filmtab—Film-sealed tablets, Abbott: U.S. Patent No. 2,881,085. 
Iberet—Vitamin B-Complex, Vitamin C, and Controlled-Released 

tron, Abbott. 

Fero-Gradumet—Ferrous Sulfate in Controlled-Release Dose ABBOTT 
Form, Abbott. 

TM—Trademark. 110021 
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Geriactive with Gérilets me 


Geriatric Supportive Formula, Abbott 


attitude optimistic, rather than diffident, is through 
Filmtab Gerilets. For, with Gerilets, you’re prescrib- 
ing dietary and therapeutic support which can con- 
tribute towards: improving functions illness or age 
have impaired—toning up the patient’s appetite— 
brightening his overall outlook. 

Dosage? Easy. Just a single, tiny pleasant-to-take 
Gerilets Filmtab a day. 


He’s crossed a somewhat arbitrary point in life over 
into what's been dubbed ‘‘the geriatric years.’’ In 
many ways, though, you'd never reaily know it. (Not 
to suggest that he’d seriously consider following the 
elusive current leading to Easter Island.) 

But, he is nonetheless busy. He works... has 
hobbies ... keeps up with the world around him. 

And one way for you to help keep your geriatric’s 
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ONE GERILETS FILMTAB PROVIDES: 4) 


B-Complex Vitamins 

Thiamine Mononitrate (Bi) 5 mg. 
Riboflavin (B2) ...........06+ 5 mg. 
Be Hydrochloride 


Oil Soluble Vitamins 
Vitamin A.... 1.5 mg. (5000 units) 
Vitamin D... 12.5 mcg. (500 units) 


Vitamin E..........055 10 Int. units 
Hematopoietic Factors 

Cobalamin (Vitamin Biz)... 5 meg. 
Ferrous Sulfate, USP wis ees 75 mg. 


g 15 mg. | iron) 





(Quercetin, Abbott) 


*FOLIC ACID DOES NOT CONTROL THE NEUROLOGICAL SYMPTOMS OF PERNICIOUS ANEMIA 


Lipotropic Factors 

Betaine Hydrochloride. s+++. 50 mg. 
InOBItO!.. ...015 ca-e'slue Mecreueee 50 meg. 
Anti-Depressant 

Desoxyn®...... Jen Seandne soos ME: 





Hormones 


Sulestrex®......... Sey S| 0.3 mg. 
(Piperazine Estrone Sulfate, Abbott) 


Methyltestosterone........ 2.5 mg. 


107019 FILMTA®—FILM.SEALED TABLETS, ABBOTT; U.S, PAT. NO. 2,881, 
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Depo-Medrol was administered intra-articularly to 118 patients 
(250 injections) for disorders including rheumatoid arthritis, 
osteoarthritis, epicondylitis, and tendinitis. 

Relief of pain and swelling was marked or complete in 104 of 
the 118 (88.1%) ; duration of response to a single injection was 
more than three weeks in 89 patients (75.4%) and more than six 
weeks in 39 of these.’ “Post-injection flare-up was practically 


non-existent.’”* 


Indications and dosages 


Intra-articular, intrabursal and intra- 
tendinous injections of Depo-Medrol 
are useful for sustained anti-inflamma- 
tory effect and symptomatic relief in 
rheumatoid arthritis, osteoarthritis, 
bursitis, tendinitis, epicondylitis and 
other rheumatic disorders. 

Intra-articular dosage depends on 
the size of the joint and the severity of 
the condition. Injections may be re- 
peated, if necessary, at intervals of one 
to five weeks. A suggested dosage 
guide: Large joint, 20 to 80 mg.; me- 
dium joint, 10 to 40 mg.; small joint, 
4 to 10 mg. 

For administration directly into 
bursae, dosage may be 4 to 30 mg. (re- 
peat injections are usually not needed). 

For injection into the tendon sheath, 
4 to 30 mg. is a usual range (in recur- 
rent or chronic conditions, repeat in- 
jections may be needed). 


Precautions 


Depo-Medrol for local effect is contra- 
indicated in the presence of acute 
infectious conditions. Infrequently, 
atrophic changes in the dermis may 
form shallow depressions in the skin 
at the injection site, but these usually 
disappear in a few months. 


Depo-Medrol 40 mg. per cc. 
Each ce. contains: 
Medrol (methylprednisolone) 


BCA occu aescbashounes 40 mg. 
Polyethylene glycol 4000 ... 29 mg. 
Sodium chloride ........... 8.7 mg. 
Myristyl-gamma-picolinium 

BEMOHED fos towancanb abies’ 0.19 mg. 
Water for injection ........ q.s. 


Supplied: 1 cc, and 5 cc. vials 
20 mg. per cc. 

Each cc. contains: 

Medrol (methylprednisolone) 


ROM co can snaapaGien ses 20 mg. 
Polyethylene glycol 4000 ... 29.6 mg. 
Sodium chloride ........... 8.9 mg. 
Myristyl-gamma-picolinium 

DRMOTIUO) co's 507 Vonien'e 6 570% 0.19 mg. 
Water for injection ........ q.s. 


Supplied: 5 cc. vials 

1. Norcross, B. M., and Winter, J. A.: 
Methylprednisolone acetate: a single 
preparation suitable for both intra- 
articular and systemic use, New York 
J. Med. 61:552 (Feb. 15) 1961. 
*Trademark, Reg. U. S. Pat. Off. 
methylprednisolone acetate, Upjohn 


The Upjohn Company; Kalamazoo, Michigan 
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from mental confusion to | the right frame of mind 


eeeeeceeeeeseeseeeeseseeeeeese 





continuous, 24-hour cerebral oxygenation for the aging patient. By 
stimulating respiratory and circulatory function, GERONIAZOL TT* 
relieves mental confusion, depression, anxiety, and emotional insta- 
bility—frequent problems in patients after forty—due to presenile 
changes in the vasculature of the brain. Notable benefit usually is 
seen within one to three weeks of therapy. It improves appetite, 
sleep pattern, and outlook—and GERONIAZOL TT* is non-hypertensive, 
non-excitatory. 


Neither a tranquilizer nor a psychic energizer, GERONIAZOL TT* 
provides a physiologic stimulation of the cerebrum to permit the 
patient to adjust to his surroundings, become part of life itself 
again—and attain the right frame of mind. 


1. Curr: T. R., and Phelps, D. K.: Am. Pract. & Dig. Treat. 11: 617, 1960. 
2. Levy, S.: J.A.M.A. 153: 1260, 19 . Connolly, R.: W. Med, J. 56: 263, 1960. 


GERONIAZOL TT 


*TEMPOTROL® (Time Controlled Therapy) 


References: 


PHILIPS ROXANE, INC. Columbus 16, Ohio 


Each TEMPOTROL contains: 
Pentylenetetrazol, 300 mg.; and 
Nicotinic Acid, 150 mg. 
Indications: Respiratory and cir- 
culatory stimulant for the aged and 
debilitated with symptoms of mental 
confusion, depression, anxiety or 
arteriosclerotic psychosis. 
Contraindications: None known in 
recommended dosage. 

Dosage: One GERONIAZOL TT* 
tablet, b.i.d. 


Supplied: Bottles of 42 tablets (3 
weeks’ treatment). 
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G EVR ESTIN 


Geriatric Vitamins—Minerals—Hormones—d-Amphetamine Lederle 


one capsule every morning supplements the diet to help achieve 


proper balance: * 


> nutritionally « 


» metabolically « mentally 





Each dry-filled capsule contains: Ethinyl Estradiol, 
0.01 mg. * Methyl Testosterone, 2.5 mg. ¢ d-Am- 
phetamine Sulfate, 2.6 mg. * Vitamin A (Acetate), 
5,000 U.S.P. Units * Vitamin D, 500 U.S.P. Units 
¢ Vitamin Biz with AUTRINIC® Intrinsic Factor 
Concentrate, 1/15 N.F. Oral Unit * Thiamine 
Mononitrate (Bi), 5 mg. * Riboflavin (Be), 5 ve] 
* Niacinamide, 15 mg. * Pyridoxine HCl (Bs), 

mg. * Calcium Pantothenate, 5 mg. * Choline bear 
trate, 25 mg. * Inositol, 25 mg. *¢ Ascorbic Acid (C) 


as Caléium Ascorbate, 50 mg. ¢ l-Lysine Mono- 
hydrochloride, 25 mg. * Vitamin E (Tocopheryl Acid 
Succinate), 10 Int. Units * Rutin, 12.5 mg. * Fer- 
rous Fumarate (Elemental iron, 10 mg.), 30.4 mg. 
¢ Iodine (as KI), 0.1 mg. ¢ Calcium (as CaHPOs,), 
35 mg. * Phosphorus (as CaHPO.:), 27 mg. * Fluorine 
(as CaF2), 0.1 mg. * Copper (as CuO), 1 mg. * 
Potassium (as KeSO«), 5 mg. * Manganese (as 
MnOg), 1 mg. © Zine (as ZnO), 0.5 mg. * Magne- 
sium (MgO), 1 mg. Supply: Bottles of 100 and 1,000. 


Request complete information on indications, dosage, precautions and contraindi- 
cations from your Lederle representative or write to Medical Advisory Department. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York p> 
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increasing content of sphingomyelins in the 
phospholipids in atherosclerosis. Glycerides 
and free fatty acids in lipids from the cor- 
onary and brain arteries are characteris- 
tically different from the same substances 
in corresponding fractions of aortic lipids. 
For example, percentage of oleic acid in 
glycerides from the coronary arteries is 
higher and content of arachidonic acid in 
the free fatty acids of both smaller arteries 
is lower than in the aorta. 


Palliative Surgery for 
Gastric Carcinoma 


H. D. JOHNSON. Gut 2: 44-50, 1961. 


If feasible, palliative resection, as fully rad- 
ical as required by the extent of the main 
growth to relieve vomiting and dysphagia 
but excluding unnecessary prophylactic re- 
section of unaffected tissue, is the best treat- 
ment for incurable carcinoma of the stom- 
ach. Although rate of mortality is high 
and lasting cure is uncommon, the oper- 
ation may relieve symptoms for up to two 
years in elderly patients and is potentially 
the most humane treatment. 

Of 29 patients who had palliative re- 
section, 15 were alive six months after the 
operation. Of those readmitted after recur- 
rence, none was vomiting, unable to swal- 
low, or in uncontrollable pain. 


Transmetatarsal Amputation 


G. B. BRADHAM, W. H. LEE, and J. M. STALL- 

WORTH. Angiology 11: 495-498, 1960. 
Selection of patients for transmetatarsal am- 
putation depends upon age, occupation, and 
general health of the patient and upon the 
level of infection and the amount of tissue 
necrosis in the extremity at initial examina- 
tion. Objective evaluation of the vascular 
system of the limb may be obtained by os- 
cillometry, plethysmography, measurement 
of digital temperatures, and observation of 
reactions to sympathectomy or sympathetic 
nerve block. 

Diabetic patients derive less benefit from 
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the operation than do nondiabetic persons. 
When considering transmetatarsal amputa- 
tion, amount of hospitalization required, 
incidence of delayed healing, and number of 
associated surgical procedures must be 
weighed against the advantages of a com- 
fortable and useful foot. 

Amputation is performed through a circu- 
lar incision with a relatively long plantar 
flap. Handling and hemostasis are done ex- 
tremely gently. All stumps are closed pri- 
marily with a single layer of interrupted 
dermal nylon or wire. Wounds are gener- 
ously dressed to provide support and to 
prevent uneven pressure. Patients are kept 
in the hospital until healing is evident. 

A total of 15 transmetatarsal amputations 
was performed on 13 patients. In 8 of 11 
diabetic patients, amputation of the leg be- 
low the knee had to be performed at a 
later date. 


Leg Ulcers: Assessment of Response to 
Certain Topical Medicaments 


A. G. FERGUSSON and J. C. P. LOGAN. Brit. M. J. 

5229: 871-874, 1961. 

Eusol—a solution of 1.25 gm. each of boric 
acid and chlorinated lime in water to 100 
per cent and containing at least 0.25 per 
cent of chlorine—and other simple medica- 
tions combine ease of application with 
speed, efficiency, and safety in the treatment 
of leg ulcers. Rate of healing, determined 
by dividing the original area of the ulcer 
by the number of days taken for the ulcer 
to heal, is higher with eusol than with 
several other preparations. When diluted 
with water at a ratio of 1 to 4, eusol is 
nonirritating even when used twice daily 
for a long period. 

Nitrofurazone heals effectively but may 
cause a contact eruption in the immediately 
surrounding skin. Animal gelatin complex 
(Gelfoam) powder and _ triiodothyronine 
ointment are not much more effective than 
saline soaks, which are relatively inactive 
as healing agents. Gelfoam is pleasant to use 
and has a soothing effect but tends to 
form a dry, powdery crust that often be- 

(Continued on page 40A) 
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Dulcolax 


brand of bisacodyl 


tablets and suppositories 


the laxative 
witha 


bibliography 





Geigy 





The extensive bibliography* on Dulcolax, amounting 
to almost 100 clinical reports, strongly affirms its 
Clinical advantages. 


Induces Natural Evacuation 

The action of Dulcolax is based on simple reflex pro- 
duction of large bowel peristalsis on contact with the 
colonic mucosa. As a result, stools are usually soft 
and well formed and purgation is avoided. 


Predictable Action 

With Dulcolax tablets action is almost invariably ob- 
tained overnight...with suppositories action occurs 
within the hour. 


Wide Application 

Dulcolax is as well adapted to preparation for radio- 
graphic and operative procedures as it is to the treat- 
ment of constipation. 


*Detailed literature, including complete bibliography, 
available on request. 


Dulcolax®, brand of bisacodyl: Tablets of 5 mg. and 
suppositories of 10 mg. Under license from C. H. 
Boehringer Sohn, Ingelheim. 


Geigy Pharmaceuticals 
Division of Geigy Chemical Corporation 
Ardsley, New York DU 
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After a night of deep, refreshing sleep — this is the promise of Noludar 300. One capsule at 
bedtime acts quickly... eases your patient into sleep without pre-excitement, gives up to 6 or 
8 hours of undisturbed sleep without risk of habituation, without toxicity or even minor side 
effects. Try Noludar 300 for your next patient with a sleep problem. Chances are he’ll tell you 


“I slept like a log” 


NOLUDAR 300 


brand of methyprylon 300-mg capsules 


ROCHE LABORATORIES © Division of Hoffmann-La Roche Inc » Nutley 10, New Jersey 











Why is the 
methyl 
“governor” 
in Orinase 
$0 
important? 


oxidation 


One of the most significant advantages of Orinase therapy is 
the rarity of associated hypoglycemic reactions. 

This widely-reported clinical benefit is a function of the 
exclusive Orinase methyl “‘governor.” Lending itself to ready 
oxidation (principally, it is thought, a hepatic process), the 
methyl group ensures prompt metabolic inactivation of the 
Orinase molecule. What actually happens is that a rapidly- 
and continuously-excreted carboxy-metabolite is produced 
that has no hypoglycemic activity at the existing levels. 

As a result of the oxidation of its methyl group, Orinase 
shows a decline in activity soon after it reaches its effective 
peak in the plasma. Maintenance dosage serves to reduce blood 
sugar levels to normal, but rarely below that point, and there 
is no reported problem of accumulation. 


Orinase 
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Orinase Metabolite 


An exclusive methyl “governor” 


The Tree indication for 
use brings 


Indications a effects 
Orinase is stable di abetes mellitus. Its 
about the lowewinie of blood sugar; glycosuria 
diminishes, and such cf dap tieseeg as pruritus, poly- 
uria, and polyphagia disappea! 

eee yee re is no fixed alison for initiating 


. lowered or maintained at 

vel, whichever is necessary to 
maintain optimum control. 
Patients receiving insulin (less than 20 -units)— 
discontinue insulin and institute Orinase; (20 to 
40 units)—=initiate Orinase with a concurrent 30 
to 50% reduction in insulin dose with a further 
careful reduction as response to Orinase is ob- 
served; (more than 40 units)——reduce insulin by 
20% and initiate Orinase with a further careful 
reduction in insulin dosage as response to Orinase 
is observed. In candidates for combined Orinase- 
insulin therapy, an individualized schedule is usu- 
ally obtainable’ during a trial course of two or 
more we 
Cuutiatiihanilens and side effects: Orinase is ¢on- 
traindicated in patients having juvenile or growth- 
onset, unstable or brittle types of diabetes 
mellitus; history of diabetic coma, fever, severe 
trauma or gangrene. 
Side effects are mild, transient and limited to ap- 
proximately Yo Of patients. Hypoglycemia and 
toxic reactions are extremely rare. sypomrcens 
is most likely to occur during the .period of tr: 
tion from insulin to Orinase. Other untoward 


Copyright 1961, The Upjohn Company 
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minimizes hypoglycemia 


reactions to Orinase are usually not of a serious 
nature and consist principally of 

disturbances, headache, and variable allergic skin 
manifestations, The gastrointestinal yen ig ee 
(nausea, epigastric fullness, heartburn) and 

ache appear to be related to the ene of the dose. 
and they frequently disappear when dosage is re 
duced to maintenance levels or the total daily dose 
is administered in divided portions after meals. 
The allergic skin manifestations (pruritus, e 
thema, and urticarial, morbilliform, or maculopap- 
ular eruptions) are transient reactions, which 
frequently disappear with continued drug admin- 
istration. However, if the skin reactions persist, 
Orinase should be discontinued. 

Clinical toxicity: Orinase appears to be remarkably 
free from gross clinical toxicity on the basis of 


iS been reported only 
one case of cholestatic Lm oa se | related to Orinase 
administration, ‘urred in a patient with 
pre-existing liver dise ase wand which — re- 
versed upon discontinuance of the dru 

Each tablet contains: 

Tolbutamide 
Supplied: In bottles of 50. 


*Trademark, Reg. U.S. Pat. Off.— 


tolbutamide, Upjohn June, 1961 


The Upjohn Company, Kalamazoo, Michigan | Upjohn the year 
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comes infected underneath. Triiodothyro- 
nine apparently is beneficial in treatment of 
sclerosed and indolent ulcers, leading to 
formation of granulations. 

Of the simple pastes, the most effective 
healing agent is 0.5 per cent eosin in zinc 
paste. Among antiseptics, only dibromo- 
propamidine isethionate (Brulidine) is out- 
standingly effective. 


Urethrocystopexy for Stress 
Incontinence in the Female; Experience 
with the Marshall-Marchetti Procedure 
P. A. GRECO and V. ANLLO. J. Urol. 85: 776- 
780, 1961. 
The Marshall-Marchetti-Krantz urethro- 
cystopexy for the correction of stress in- 
continence in women is an effective, simple 
surgical procedure when used in carefully 
selected patients. The operation should be 
limited to women suffering from actual 
stress incontinence. If other pelvic patho- 
logic conditions have been carefully elim- 
inated and the results of the stress test 
indicate that stress incontinence exists, a 
good result may be expected from the op- 
eration. The use of an Allis clamp rather 
than the fingers during the stress test helps 
to eliminate the possibility of direct com- 
pression of the urethral lumen and allows for 
more complete elevation of the vesical neck. 
The Marshall-Marchetti procedure elon- 
gates the urethra, 
as a result. In addition, the operation pro- 
duces an upward pull on the vesical neck, 
which restores the loss of the normal pos- 
terior urethrovesical angle. This operation 
is successful as a primary procedure and 
need not be limited to patients who have 
previously had other unsuccessful surgical 
repairs to correct urinary incontinence. Sur- 
gical morbidity and mortality are _negli- 
gible, and urethral stricture does not occur. 
The Marshall-Marchetti operation was 
successful in correcting stress incontinence 
in 54 of 55 women. In 48 patients, the pro- 
cedure was primary; in 7, concomitant col- 
porrhaphy was performed. 


and narrowing occurs 
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Effect of Intravenous Administration of 
Crystalline Pancreatic 
Desoxyribonuclease in Patients 

with Gout 

J. H. AYVAZIAN and L. F. AYVAZIAN. New Eng- 

land J. Med. 263: 999-1002, 1960. 

In patients with symptomatic gout, admin- 
istration of pancreatic desoxyribonuclease 
produces a fall in serum uric acid with a 
rise in urinary excretion of uric acid. Un- 
like uricosuric drugs, the enzyme produces 
no such effect in nongouty persons, and, 
even in patients with gout, the response 
varies according to the degree of inflamma- 
tory activity. 

Of 9 patients with symptomatic gout given 
22 mg. of pancreatic desoxyribonuclease in- 
travenously, all had decreases in serum uric 
acid twenty-four hours after injection, the 
reductions ranging from —1.5 to -0.3 mg. per 
100 cc. Urinary uric acid excretion was uni- 
formly increased by 122 to 490 mg. per 
twenty-four hours. Of 7 patients with 
asymptomatic gout, administration of des- 
oxyribonuclease produced significant lower- 
ing of serum uric acid levels in amounts 
ranging from —0.9 to +0.1 mg. per 100 cc. 
Urinary excretion did not appear to show 
any significant alteration. 

Of 15 control subjects, determination of 
serum uric acid twenty-four hours after 
desoxyribonuclease administration showed 
slight increase in 12 patients, decrease in 
2, and no change in 1. Of 11 control patients 
from whom satisfactory collections of urine 
were obtained, no significant change in uric 
acid excretion was found. 


The Aetiology of Retrobulbar Neuritis 
in Addisonian Pernicious Anaemia 
A. G. FREEMEN and J. M. HEATON. Lancet |: 
908-911, 1961. 
Smoking, as well as vitamin B,, deficiency, 
is an essential causative element of retro- 
bulbar neuritis in addisonian pernicious 
anemia. Tobacco amblyopia and _ retrobul- 
bar neuritis in pernicious anemia apparent- 
ly are the same condition. The optic nerve 
(Continued on page 46A) 
















Quietude for the Hypertensive 


As relaxing as a mountain lake... 


[BU TU SLE PUTIN [E” separates tne ny- 


pertensive from his anxieties and tensions, lowering the blood pres- 
sure conservatively but effectively. 

With its gentle calming and hypotensive actions, Butiserpine does 
not set up a chain of side effects. Its low reserpine content (0.1 mg. 
per tablet) reduces blood pressure smoothly; its 15 mg. of non- 
cumulative BUTISOL SODIUM® butabarbital sodium induces relaxa- 
tion without depression. 


Available as: Butiserpine Tablets, Elixir, Prestabs® Butiserpine R-A 
(Repeat Action Tablets) 


| McNEIL | McNEIL LABORATORIES, INC., Fort Washington, Pa. 











“This new antihypertensive 
agent holds particular 
promise for those patients 
with the more severe 


degrees of diastolic blood 


pressure elevation.” 


Elevated diastolic pressure of “crucial importance.’’? Increased peripheral resistance, as reflected by eleva- 
tion of diastolic blood pressure, has been described as: “The single most important factor in the production 
of the type of arterial hypertension with which the physician is usually concerned...” 


Ismelin, through its unique action at the nerve-arteriole junction, dilates the arterioles, thereby reducing 
peripheral resistance. The result is often a marked decrease in diastolic pressure, as confirmed repeatedly 
by clinical observation. 

Ismelin lowers diastolic pressure after other treatments fail. Riven and Hail? studied ismelin in 21 male hyper- 
tensive patients ranging in age from 30 to 69 years. Most patients were hospitalized initially, and most were 
treated with other antihypertensive drugs. Before treatment with Ismelin, all patients had diastolic pressures 
(supine and erect) of at least 110 mm. Hg “despite other antihypertensive therapy including ganglionic 
blocking agents.” 


All 21 patients responded to Ismelin* with “...a decrease in systolic and diastolic pressure in both supine 


and standing positions...’ 


Advantages of Ismelin for your 
hypertensive patients 
= Almost all forms of moderate 
to severe hypertension (includ- 
ing malignant hypertension and 
many cases of renal hyperten- 
sion) can be managed with 
Ismelin— alone or in combina- 
tion with other antihypertensive 
agents. 
® Ismelin brings blood pressure 
down in many persons refractory 
to other antihypertensive agents. 
® Ismelin lowers blood pressure 
in many patients who cannot be 
treated effectively with other po- 
tent agents because they do not 
tolerate the side effects. 
® Patients need take Ismelin but 
once a day. 


*When therapy with Ismelin began, mecamylamine was discontinued in 7 patients receiving it. 





Diastolic Down with Ismelin 





Average Diastolic Blood Pressure (mm. Hg) 








Supine 


Diastolic 
Down: 
—24 mm. Hg 


before after 
Ismelin Ismelin 





Erect 


Diastolic 
Down: 
-—36 mm. Hg 


before after 
Ismelin Ismelin 








(Adapted from Riven and Hall?) 
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Own - 
smelin ..5. .... 


® Most patients have been 
treated with Ismelin for pro- 
longed periods without develop- 
ing tolerance to it (although 
instances of tolerance have 
been reported). 

® Smooth absorption of Ismelin 
results in predictable blood pres- 
sure responses. 

For complete information about Ismelin (in- 
cluding dosage, cautions, and side effects), 


see current Physicians’ Desk Reference or 
write CIBA, Summit, N. J. 


Supplied: Tablets, 10 mg. (pate yellow, 
scored) and 25 mg. (white, scored). 


References: 1. Brest, A.N., Novack, P., and 
Moyer, J.H.: To be published. 2. Harrison, 
T.R., Adams, R.D., Bennett, I.L.Jr., Resnick, 
W.H., Thorn, G. W., and Wintrobe, M. M. 
(Editors): Principles of Internal Medicine, 
The Blakiston Division, McGraw-Hill Book 
Company, Inc., New York, 1958, p. 1321 
3. Riven, S.S., and Hall, W.: South. M. J. 
54:673 (June) 1961. 


ISMELIN® sulfate (guanethidine sulfate CIBA) 
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“inside look” at a 
remarkable 
advance 

in topical steroid 
therapy 


The unique base, Veriderm, com- 
bined with the outstanding anti- 
inflammatory steroid, Medrol, 
provides effective treatment of 
dermatoses. 


Veriderm Medrol Acetate consists 
of Veriderm, a base closely 
approximating the composition of 
normal skin lipids, and Medrol 
Acetate, the highly effective, 
dependable corticoid. 


Topical use of Veriderm Medrol 
Acetate produces symptomatic 
relief and objective improvement 
of dermatoses, and at the same 
time aids in correcting dry skin 
conditions. Veriderm Medrol Ace- 
tate, less greasy than an ointment 
and less drying than a lotion, is 
indicated in atopic, contact, or 
seborrheic dermatitis, and in 
neurodermatitis, anogenital pru- 
ritus, and allergic dermatoses. 


Available = four augment Veriderm Medrol Acetate 
bh gram contains: Medrol (methylprednisolone) 
25 mg.; Mathyiparaben 4 mg; Buy: p-hydroxyben: 
ig; in a skin lipid base composed of saturated and 
unsaturated free fatty acids; triglycerot and other esters of 
; Saturated and unsaturated hydrocarbons; free 
; high-molecular-weight alcohol; with water and 
aromatics. (Veriderm Medroi Aceta o is also available.) 
prophylaxis . oe secondary infection: Veriderm Neo- 
Medrol Acetate 0.25% — Each gram contains: Medrol (meth 
yiprednisoione) ‘Ace! ta te 2.5 mg. Neomycin Sulfate 5 mg. 
tequivalent to 3.5 mg. neomycin base); Methyiparaben 4 mg; 
Butyl-p-hydroxybenzoate 3 mg.; in a skin lipid base com 
osed of saturated and.unsaturated free fatty acids 
trigiycerol and other esters of ratty S; saturaied and 
; high-molecutar 
» with water and aromatics. (Veriderm Neo 
je 1% is also available.) 

Aaconstcation: After careful cleansing of the affected skin 
to minimize the possibility of introducing infection, a small 
amount of either Veriderm Metro! Acetate or Neo-Medrot 

Acetate is applied pe rubbed gently into the invoived ar 
Application a agesat by ade oe ey one to three times daily. 

y within a 


he 
mended for beginning treatment and the 0.25% preparation 
for maintenance Seren py 
c 


Oca of Veriderm Medroi Ace 
tate or Neo-Medrol aerate is ep bed a d in tuberculosis 
of the skin and in other cutaneous infections for which an 
effective antibiotic or Chemotherapeutic. agent is not avail 
able for simultaneous application 
These preparations are usually well. tolerated. However, if 
signs of irritation or sensitivity should develop, application 
should be discontinued. If bacteriai infection should develop 
during the course of therapy, sy Healt focat or systemic 
antibiotic therapy should be institu 
Supplied in § Gm. and 20 Gm. tee. 


Veriderm 


Medrol’ oe 


cetate 


Neo-Medrol' 


cetote 
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BUFFERIN 


a basic drug in the management of 


ARTHRITIS 


r CO Dexnite all of the newer so-called “‘miracle drugs,” salicylates still 
remain the most effective antirheumatic and analgesic agents in the treat- 


ment of nay » i 











Pe Most of the patients seeking relief of symptoms are usually in 
the stage of exacerbation and remission, with only slight deformities. 
... In that group, the best results are obtained from a combination of 


salicylates and steroids in addition to physical therapy. Bufferin is given 
in varying doses until maximum results have been nee 





r ¢ . . Bufferin should be taken on arising to overcome stiffness, and 
the dose should usually be repeated before each physical therapy pro- 
cedure to prevent excessive pain. Two tablets of Bufferin are also taken 
at bedtime to reduce pain, thus allowing the individual to fall asleep. »» . 


*Paul, W. D.: Rehabilitation in Rheumatoid Arthritis, South. M. J. 53:492 (April) 1960. 
CERES ELLER SLI. BERRIEN SS eae 
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is rendered unduly sensitive to the toxic 
effects of tobacco in persons with vitamin 
B,. deficiency. 

Of 31 patients with retrobulbar neuritis, 
15 smoked, while smoking habits of the 
remaining 16 were not recorded. That pipe 
smoking is much more likely to produce 
amblyopia than cigaret smoking may ac- 
count for the prevalence of the disease in 
men. 


On the Natural History of 
Falls in Old Age 


J. H. SHELDON. Brit. M. J. 
1960. 


5214: 1685-1690, 
The number of aged persons likely to fall 
increases with advancing age, with a greater 
incidence in women than men. Elderly per- 
sons likely to fall differ from the general 
old-age population by higher incidence of 
pyramidal-tract damage, defective control of 
posture and associated abnormal gait, and 
inability to throw the head backward with- 
out unpleasant symptoms. 

General insecurity of postural control and 
the tendency to fall characteristic of old 
age probably are based on a decrease in 
the 
centers. 


brain cerebellum, 
The effects of 
cellular poverty are intensified by tempo- 
the arteries 
or hypotension, which interferes with the 
blood supply to the region. 


nerve cells in stem, 


and other adverse 


rary obstruction of vertebral 


Sudden drop to the ground, trips, vertigo, 
disease of the central nervous system, throw- 
ing the head back, postural hypotension, 
weakness in the leg, other or 
plained causes, in that order of frequency, 


and unex- 


were responsible for 500 falls in 202 per- 
sons 50 years of age or older. 


The Effect of Ageing upon 
Physiological Tremor 


J. MARSHALL. J. Neurol. Neurosurg. & Psychiat. 
24: 14-17, 1961. 


With advancing years, conduction velocity 
in peripheral motor nerve fibers decreases, 
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reaction time is prolonged, perception of 
vibration and reflex are impaired, and the 
general standard of motor performance de- 
clines. The frequency of physiologic rhyth- 
tremor of the outstretched hand is 
about 6 cps (cycles per second) in children, 
10 cps at puberty, and 6 cps after the age 
of 40 years. Between the ages of 20 and 
40 years, the tremor frequency is around 
9 to 11 cps. The decline in frequency after 
40 years of age apparently is universal, in- 
dicating that the slower tremor is not an 


mic 


abnormality afflicting only certain persons 
but the normal accompaniment of advanc- 


ing age. 


Psychiatric Management of the Aged 


E. W. BUSSE and J. B. RECKLESS. J.A.M.A. 175: 

645-648, 1961. 
Depression and hypochondriasis are two fre- 
quent expressions of emotional disturbances 
in the aged; they can usually be adequately 
handled by the patient’s own physician. 

Depression may not be obvious upon 
clinical] Characteristic symp- 
toms include loss of energy, appetite and 
weight, inability to sleep, reduced sex drive, 
and constipation. Associated with these 
symptoms, there may be feelings of self- 
depreciation and expressions indicative of 


examination. 


lowered self-esteem. The patient may ver- 
balize worries and manifest anxiety; tactful 
inquiry may elicit his desire for a painless 
death or his frank preoccupation with su- 
icidal impulses. Apathy, inertia, retardation, 
gloom, and decline in personal standards, 
with agitated behavior or mutism, may be 
similarly indicative of depression, rather 
than of senile decay. 

The patient should be given an oppor- 
tunity to ventilate his feelings in addition 
to: receiving some suitable form of antide- 
pressant drug therapy. If the depression 
deepens or is prolonged, psychiatric con- 
sultation should be obtained for possible 
electric shock or psychotherapy. 

Hypochondriasis, an anxious preoccupation 
with the body or a portion of the body which 
the patient believes is either diseased or not 

(Continued on page 52A) 
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for controlled 
therapeutic 
nutrition during hospitalization and 


throughout convalescence 


Complete therapeutic nutriment 


to supply all or part of the 


patient’s nutritional requirements 


in the hospital... 

For the undernourished geriatric patient admit- 
ted to the hospital, Sustagen suppliesa therapeutic 
diet of carefully controlled, essential nutrients 
to promote good nutrition and hasten convales- 
cence.!? Ideal when tube feeding is necessary,! 
Sustagen is palatable to patients as a beverage.? 


in the home... 

During his convalescence at home, the older pa- 
tient who continues to receive Sustagen is more 
likely to hold or increase his nutritional gains. 
Each glassful you specify adds 390 calories to his 
diet, including 23.5 Gm. protein, 3.5 Gm. fat, 
and 66.5 Gm. carbohydrate— plus important 
quantities of all essential vitamins and minerals. 


references 


(1) Pareira, M. D., et al.: J.A.M,A. 156:810-816 (Oct. 30) 1954. 
(2) Winkelstein, A.: Am. J. Gastroenterol. 27:45-52 (Jan.) 1957. 


Mead Johnson 
Laboratories 
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to 
correct 
constipation without 


whipping 
the bowel 


Tablets 


For recurrent or chronic constipation in patients of all ages. 
A peristaltic stimulant acting through the blood stream spe- 
cifically upon the intramural myenteric plexus of the colon. 
Motility of the small bowel not affected. Evacuation within 
6 to 12 hours without cramping or griping. Each scored tablet 
contains 75 mg. of 1,8 dihydroxyanthraquinone. 





with 
added 
ie stool- 
softening 
effect 


® 


Orange and Black Capsules 


A dual-purpose bowel evacuant, combining 
the stool-softening effect of dioctyl sodium 
sulfosuccinate (50 mg.) with the non-griping 
peristaltic stimulation of Dorbane (25 mg.) in 
each capsule. This combination brings relief 
in “hardstools” constipation or fecal impaction. 





for 


E> extra 


potency 


® 
Orange and Gray Capsules 
The advantages of Dorbantyl in double- 
strength potency for convenience and econ- 
omy. Especially useful in geriatric practice and 
in patients recalcitrant to ordinary laxatives 
through prolonged use or habituation. 


ow Northridge, California 
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9 a problem 
for your 
m gallbladder 


patient 


For gallbladder patients Entozyme may provide significant re- creatin, N.F. (in an enteric coating). Bile Salts stimulate the 
lief from the discomforts of fat-induced indigestion. Just six flow of bile and enhance the lipolytic activity of both 
Entozyme tablets (the usual daily dose) digest sixty grams of Entozyme’s Pancreatin and the patient’s own lipase. Together 
fat—or more. That's as much as 50 to 90% of the normal daily Bile Salts and Pancreatin greatly aid the emulsification and 
intake of average adults. transport of fat. 

The reason for Entozyme’s fat-digestion potency is that each Entozyme also contains Pepsin, N.F., 250 mg., which facili- 
tablet contains 150 mg. of Bile Salts and 300 mg. of Pan- tates the breakdown of ~ 


A. H. Robins Company, Inc., Richmond 20, Virginia 
a natural 
digestive 

supplement 



















Only last year—the cancer patient in severe pain'but 
strong enough to be ambulatory was often forced 
to be inactive because of the debilitating side effects 
of narcotic analgesics. 
















. 
(|,)uthnop LABORATORIES 
New York 18, N.Y. 











Toda —pain can be relieved by a new potent analgesic 
that has little or no hypnotic effect—the same patient can 
stav on her feet and continue her day-to-day activities. 





a To help the 
' ambulatory patient 
with cancer 
remain ambulatory 


Alvodine 


ethanesulfonate Tablets 


Brand of piminodine ethanesulfonate 


potent analgesia and alertness 


Clinical results in more than 3000 patients 
show new Alvodine to be a real advance 
in the relief of pain—closer to “pure” 
analgesia than any drug yet developed. 
And here is a potent analgesic that is fully 
effective orally. 
Alvodine tablets give ambulatory patients 
with cancer relief of pain as great as that 
obtained from morphine, but free of both 
the high incidence and severity of side ef- 
fects associated with morphine. 
Most patients with cancer who took Alvodine 
“*...were able to carry on their normal activ- 
ities such as shopping and house cleaning 
with marked freedom from their symptoms. 
Another advantage was the absence of other 
significant side effects such as constipation 
commonly encountered with use of other nar- 
cotic material, i.e., morphine and codeine.”! 
Because pain is relieved, appetite definitely 
improves! and weight loss is checked. 
For the patient with cancer who requires 
_parenteral analgesia, Alvodine:can be in- 
jected subcutaneously or intramuscularly. 
Alvodine tablets, 50 mg., scored. Usual adult 
dose: % or 1 tablet every four to six hours 
as needed, 
Alvodine ampuls of 1 cc. containing 20 mg. per 
cc. Usual adult dose: from 0.5 cc. to 1 cc. sub- 
cutaneously or intramuscularly every four hours 
as needed. Narcotic blank required. 


1. Molander, D. W.: Use of a new analgesic in patients 
with neoplastic disease, Current Therap. Res. 2:370, 
ES Aug., 1960. 
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functioning properly, is a frequent complaint 
in the aged. The symptoms may act as 
psychologic defenses and means for main- 
taining self-esteem. These patients should 
receive a carefully planned medical regimen. 
During weekly visits the physician should 
bolster the patient’s self-esteem and allow 
him to develop a feeling of security by giving 
him an opportunity to ventilate his symp- 
toms. Tactfully and over a period of time 
the physician may gently guide the patient 
into Placebos, 
prescribed with assurance, are helpful as 


areas of emotional conflict. 


manifesting the physician’s interest and care. 


The Present Status of Gold Therapy 

Phenylbutazone (Butazolidin) and 

The Chloroquines (Aralen, Plaquenil) 
L. M. LOCKIE. Arizona Med. 18: 16-20, 1961. 


Gold given early in active rheumatoid ar- 
thritis may prevent joint damage and im- 
prove chances for recovery. Gold is harmful 
in acute disseminated lupus erythematosus, 
kidney or liver disease, or pregnancy. Peptic 
ulcer, mental disturbances, hypertension, di- 
abetes, and extreme youth or age are not 
contraindications. 

Doses of gold are given intramuscularly 
at seven-day intervals, starting with 10 mg. 
The second dose is 20 mg., and thereafter 
40 mg. is given each week until a dose of 
500 mg. has been administered. Dosage is 
then 20 indefinite 
period depending on clinical status, finally 
decreasing to 10 mg. 


mg. per week for an 


every four weeks. 

Before each injection, the patient is asked 
about glossitis, stomatitis, or dermatitis. Al- 
buminuria, gastrointestinal upsets, eosino- 
philia, colitis, tracheitis, and purpura are 
less common side reactions. Sensitivity symp- 
toms usually subside with decreased doses. 
For 


costeroids or corticotrophin, 


corti- 
British 


severe reactions, antihistamines, 
and 
antilewisite hasten control. 

Gradual abatement of inflammation and 
a fall in the erythrocyte sedimentation rate 


usually appear six to eight weeks after the 
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start of gold injections, followed by relief 
of pain and stiffness. 

Of 369 patients treated with gold, 57 per 
cent improved greatly; 7 per cent did not 
improve. Serious sensitivity to gold was ob- 
served in less than | per cent of patients. 


Follow-up Survey Study of a Group 
of Elderly Above-Knee Amputees 


B: 3. 
1961. 


WOLTERS. Arch. Phys. Med. 42: 68-74, 
Although successful rehabilitation of elderly 
persons with amputation above the knee 
is rare, prosthetic devices should be _ pre- 
scribed for most of them, even if the benefit 
is small. Patients should be examined care- 
fully before prosthesis is prescribed because 
generalized and multiple diseases account 
for most failures to achieve satisfactory re- 
habilitation. In some cases, a prosthetic de- 
vice for the leg is dangerous. The phys- 
iologic age of the amputee is associated 
with success or failure of rehabilitation. 
Psychologic aspects of the disability also 
may hinder rehabilitation. 

Physical independence is achieved mostly 
by the patient’s own resources rather than 
by any particular effort at rehabilitation. 
Whether using a prosthetic device, crutches, 
or a wheel chair primarily, most above-knee 
amputees are able to live at home and 
take care of their physical needs. 

The most frequent causes of amputation 
in 75 above-knee amputees older than 50 
were diabetic gangrene, vascular disease, 
and trauma with or without osteomyelitis, 
in that order. Single amputations were more 
frequent than bilateral. Prosthetic devices 
were not prescribed for 15 of the 75. Of 
32 amputees fitted with 
longer receiving physical therapy or train- 
ing, 16 were using the devices to distinct 
advantage and 16 were not. Of 12 persons 
with bilateral amputation, 6 were given 


devices and no 


prosthetic devices; only 1 was able to use 
the device and then only with much effort. 
All of 8 amputees employed outside the 
home were using prosthetic devices and 
working at former occupations with minor 
adaptations to the disabilities. 

























A RETIREMENT 
FUND HELPS 
PROVIDE A 





; ley are a reliable source of vitamins, minerals, 
hormones, and digestive enzymes, EtDE« Kapseals may 
help to check certain dietary and hormone deficiencies 
.. favorably influence your patient’s current and future 
status of health. 


Each ELDEC Kapseal contains vitamins—1I,667 units A, 0.67 mg. 





i B%: mononitrate, 0.67 mg. B., 0.5 mg. pyridoxine hydrochloride, 
$ 0.0383 N.E Unit (Oral) Bw with intrinsic factor concentrate, 
ea 0.1 mg. folic acid, 33.3 mg. C, 16.7 mg. nicotinamide, 10 mg. 
& di-panthenol, 6.67 mg. choline bitartrate; minerals—16.7 mg. 


ferrous sulfate (exsiccated), 0.05 mg. iodine (as potassium iodide), 
66.7 mg. calcium carbonate; digestive enzymes—20 mg. Taka- 
Diastase® (Aspergi 
amino acids—66.7 meg. d-lysine mon 





llus oryz 


e enzymes), 133.3 mg. pancreatin; 





hydrochloride, 16.7 mg. 





di-methionine; gonadal hormones — 1.67 
0.167 mg. Theelin. Dosage: One Kapseal 
meals. Female patients should follow each 21-day course with a 
7-day rest interval. Precautions: Contraindicated in patients 
where estrogen or androgen therapy should 


nethyltestosterone, 





e times daily before 





not be used, as 





in carcinoma of the breast, genital 


t prostate, and in 
patients with a familial tendency to these types of malignancy; 
give cautiously to females who tend to develop excessive hair 
growth or other signs of masculinizatio1 


Packaging: ELDEC Kapseals are available in bottles of 100. 2863 
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Your Patients Can Enjoy Fine Foods With Minimum Diet Changes! 


For good eating while maintaining 
serum cholesterol control 


Leading authorities agree that where reduc- 
tion of serum cholesterol levels is indicated, 
fat intake should not exceed 14 of total calo- 
ries and of this, at least 4% should be poly- 
unsaturated fats. 

Polyunsaturated fats, such as those found in 
corn oil, are rich in the linoleates which are 
important in reducing serum cholesterol lev- 
els. This has been proven time and again in 
nutritional studies of hypercholesterolemia. 
Mazola Margarine and Mazola Corn Oil have 
outstanding P/S (polyunsaturate to satu- 
rate) ratios. Thus the hypercholesterolemic 
patient can usually enjoy the same appetiz- 
ing foods as the rest of the family. 

Mazola Corn Oil is unexcelled in polyunsatu- 


rates and lowest in saturates of all leading 
brands of vegetable oils. Mazola’s P/S ratio 
is far higher than that of any other leading 
food oil. Your patient will find Mazola Corn 
Oil ideally suited for salad dressings and fry- 
ing; also for baking wherever liquid short- 
enings are called for in the recipe. 


Mazola Margarine contains liquid Mazola 
Corn Oil as a major ingredient. This corn oil 
is not hydrogenated, thereby preserving its 
rich content of linoleates. Mazola Margarine 
contains 2 to 3 times as much natural lino- 
leates as any other margarine readily avail- 
able in grocery stores from coast to coast. Its 
taste, color and handling characteristics are 
unexcelled. 


AVERAGE COMPOSITIONS OF MAZOLA® MARGARINE AND MAZOLA® CORN OIL 


(All figures are in grams.) 


MAZOLA MARGARINE 


100 grams 

Fatty Acids 

Polyunsaturated 21 

Monounsaturated 40 

Saturated 14 
Natural Sitosterols 0.5 
Natural Tocopherols 0.08 
Cholesterol none 
Sodium 0.9 


2 oz. (4 tbsp.) 


MAZOLA CORN OIL 


100 grams 1 fl. oz. (2 thsp.) 


14 
9 


3 
0.3 
0.020 
none 
none 


MAZOLA MARGARINE —410 Calories/2 0z.; lodine Value —96 
MAZOLA CORN OIL—250 Calories/fl. 0z.; lodine Value—124 


RATIO OF POLYUNSATURATES /SATURATES 


(Average values.) 


Table Spreads 





MARGARINE 
(MAZOLA) 
High-priced 
pharmaceutical 
margarine 


Ordinary hydrogenated 
corn oll margarine 


Conventional 
margarines 


Butter 














Vegetable Oils 


CORN OIL 
«MAZOLA) 





Cottonseed Oil 


Peanut Oil 


Olive Oil 

















Write for a copy of A MEAL PATTERN FOR THE HYPERCHOLESTEROLEMIC 
PATIENT. Contains 25 individual instruction sheets for your patients. 


CORN PRODUCTS COMPANY 10 East 56th Street, New York 22, N.Y. 





when 
Parkinson-like 
effects 
complicate 
tranquilizer therapy 











Widely used to control Parkinsonoid side effects of phenothiazine therapy, 
ARTANE is outstanding for sustained relief of rigidity and tremors, with 
little or no risk of further complications. ARTANE can often extend the 
usefulness of tranquilizers by minimizing the need to reduce or discontinue 
effective dosage. Supplied: Tablets, 2 mg. and 5 mg.; Elixir, 2 mg./5 cc. tsp. 


Request complete information on indications, 


dosage, precautions and contraindi- 
cations from your Lederle Representative or write to Medical Advisory Department. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York (> 








in severe drug and food sensitivity... 
rapid relief and control 
of symptoms on short-term 
therapy with Decadron® 





Brief treatment with DECADRON — orally or parenterally —can provide rapid and effective control of allergic emergencies and acute allergic disorders 
such as reactions to foods, drugs, plants, weeds, and animals. In 40 patients given Injection DECADRON Phosphate, “subjective improvement was often 
‘noticed within one hour and objective improvement recorded within 4 hours.'’! Therapeutic doses of steroids may help prevent recurrences of severe 
allergic states, without interfering with desensitization or other immunity procedures.? 





Before prescribing or administering DecapRON, the physician should consult the detailed information 
on use accompanying the package or available on request. 


References: 1. Grater, W.C.: Southern M. J.53:1144, 1960. 2. Feinberg, S. M.: Med. Sci. 6:(No. 3) 


DECADRON: Recommended dosage schedule in the treatment of 
drug and food sensitivity reactions 








181, 1959. time amount administration 
Supplied: As 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets in bottles of 100 and 1000. — : 

As Injection DECADRON Phosphate in 5 cc. vials, each cc. containing 4 mg. of dexamethasone 21- or ott aap * : ; “be a fle abet i 
phosphate as the disodium salt; inactive ingredients: 8 mg. creatinine, 10 mg. sodium citrate; loaicdeater or ee cheraencaes 
Sodium hydroxide to pH 7.8, and water for injection g.s. 1 cc.; preservatives: 0.32 per cent sodium the first oral dose 
bisulfite and 0.5 per cent phenol. DECADRON is a trademark of Merck & Co., Inc. four or five hours 


before the final 
parenteral dose.) 


& MERCK SHARP & DOHME Division of Merck & Co., INc., West Point, Pa. 

















2nd day | two 0.75 mg. Tablets DECADRON b.i.d. 
3rd day | two 0.75 mg. Tablets DECADRON b.i.d. 
4th day | one 0.75 mg. Tablet DECADRON b.i.d. 
5th day | one 0.75 mg. Tablet DECADRON per day 
Dexamethason . 6th day | one 0.75 mg. Tablet DECADRON per day 























TREATS MORE PATIENTS MORE EFFECTIVELY 7th day | RETURN VISIT 
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‘Metamine’ 


(trolnitrate phosphate, Leeming, 10 mg.) 


Sustained 


in 
| coronary 
| insufficiency 


! 
} 


1 


you 
dilate the 
coronaries 


f 


f 


if 
ff 





In pharmacologic studies 
at Pasteur Institute and 
McGill University, the 
vasodilator activity of 
trolnitrate phosphate 
(Metamine) was found to 
be equal or superior to 
that of nitroglycerin, and 
of much longer duration.” 


In coronary insufficiency, 
one MEeTAMINE SUSTAINED 
tablet q. 12 h. markedly 
reduces the number and 
severity of anginal attacks 
and increases exercise 
tolerance, with virtual 
freedom from nitrate 
side effects and less 
danger of a forgotten 
dose.*“ Bottles of 50 and 
500 tablets. 


New York 17, N. Y. 


1, Bovet, D., and Nitti-Bovet, F.; Arch. 
Internat. de pharmacodyn. et therap. 
83:367, 1946. 2. Melville, K.1., and Lu, 
F.C.: Canad. MAJ. 65:11, 1951, 3: 
Fuller, H.L. and Kassel, L.E.; Antibiotic 
Med. & Clin. Therapy 3:322, 1956. 4. 
Eisfelder, H.W. et al.: J. Am. Geriatrics 
Soc. 8:62, 1960. 


1 tablet all day 


1 tablet all night 
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Editorials 


Geriatrics and the Doctor 


» From time to time the editors of Geriatrics review editorial objectives 
and make plans for the future development of the journal. The discus- 
sions are always firmly anchored to the idea that Geriatrics is planned, 
written, and edited for the physician concerned with the health and wel- 
fare of persons of middle age or beyond. 

While the emphasis is on clinical medicine, other areas of geriatric 
interest are not neglected. We believe that any topic with a reasonable 
connection with the aging processes or problems of the aging population 
is a proper subject for an article in Geriatrics, if the presentation imparts 
information that is useful or stimulating to the doctor. 

Many of our readers, of course, are not physicians, but are concerned 
with various aspects of aging and with the social implications of a 
population that is increasing rapidly in the higher age brackets. The 
physician, too, is interested in these facets of aging, but his interest is 
a physician’s interest. For this reason we try to relate all non-medical 
articles to this objective. 

It naturally follows that, when we are successful, the articles are 
of value to all of our readers. For instance, when a psychological study of 
aging is rewritten in nontechnical language so as to make it more readable 
for a physician, that article takes on meaning for all non-psychologists 
concerned with the problems of geriatrics. The same is true of any article 
in any non-medical geriatric area. In other words, in every area except 
medicine we try to have the articles written in non-technical English. In 
this way we will make Geriatrics useful and stimulating not only to 
family physicians and internists, but also to many research workers, 
sociologists, community planners, architects, economists, and legislators. 

The editors are also concerned with presenting the readers with a 
logical arrangement of editorial content in an attractive, sensible format. 
In this issue some changes have been made in the heading types and in 
the sequence of departments—subtle changes that would escape notice 
unless called to your attention, but which add up to greater convenience 
to the reader. 

The editors welcome suggestions from the readers. 


WALTER C, ALVAREZ, M.D 
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Big strokes, little strokes. and 
thromboses of the 


internal carotid artery 


> We all know the typical big stroke usually caused by a hemorrhage into 
or onto the brain from the rupture of an artery. Usually, out of a clear 
sky, a man past 40 or 50 is felled to the floor with hemiplegia, with per- 
haps aphasia and perhaps coma. In the severest cases, the man dies in a 
few hours or days; in other cases, he lives on for years, more or less 
crippled physically and perhaps mentally. We all know that, at first, 
little can be done for such a man. If he lives, much may perhaps be 
done for him with rehabilitation technics. An interesting description of 
the process is to be found in the recent book, “Stroke,” written by 
Douglas Ritchie and published by Doubleday. 

Much more common than the big strokes are the little strokes. ‘They 
probably have most to do with the coming of old age with its various 
weaknesses of mind and body. Most characteristic of the little stroke is its 
great tendency to slow up the person mentally, to injure his memory and 
his ability to work, and to change his character and temperament for the 
worse without much tendency to weaken a single muscle. A hundred 
times, one will see a man whose wife says he suddenly became an entirely 
different person and whose boss says he is no longer able to do any work, 
but who passed a neurologic examination with flying colors. Occasionally, 
a little stroke or series of them ushers in a Parkinson’s syndrome, or brings 
“rubbery legs,” a dull-looking face, thick speech, and a highly diagnostic 
lack of good grooming. 

Even today, a high percentage of little strokes are not recognized for 
what they are. Many are called “heart attacks,” and in thousands of 
cases, the person is just accused of being a whiney complainer. 

This diagnosis should never be made when a person “who never was 
sick a day of his life” suddenly, in a few minutes, perhaps after a bad 
dizzy spell, becomes very uncomfortable and then remains that way. 
Often, if the patient is asked what he thought was happening during his 
dizzy spell, he will say, “I thought I was dying with a stroke.” Highly 
diagnostic of a little stroke is the patient’s admission that, after his spell, 
the bank manager sent for him to come and leave a new signature for 
his checks. 

Of late, we have learned of a new type of stroke—that due to the 
thrombosis of an internal carotid or a vertebral artery. Some men suspect 
that the little strokes are due to such thromboses but, because of the 
great difference in the two syndromes, this is most unlikely. 

A careful examination of the histories of dozens of patients who were 
found to have a thrombosed artery in the neck showed that, in almost 
all of the cases, there was a characteristic steplike progression of the symp- 
toms which indicated a steadily worsening situation in the brain. Com- 
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mon symptoms were temporary diplopia, temporary aphasia, and, often, 
temporary weakness of one arm. 

Today, the question is how often a man with a stroke should be sub- 
mitted to angiography and perhaps the surgical exploration of a neck 
artery. Some enthusiasts would have almost every man with a bad stroke 
studied by a neurologist, an angiologist, and a roentgenologist, while 
others, more conservative, warn against too frequent use of the new 
technics. They admit that the old man who suddenly gets hemiplegia 
with aphasia and later coma had better be left alone. Certainly, the 
surest way for angiologists to give their work a bad name will be to in- 
sist on using the technic on poorly selected cases . . . perhaps cases in 
which the man is likely to die while being manipulated. 

The situation would be dangerous enough if angiography were a safe 
procedure, but it isn’t. In a certain percentage of cases, the insertion of a 
needle into an artery makes a clot, which can cause a sudden worsening 
in the condition of the patient and, perhaps, his sudden death. Naturally, 
this can have a very embarrassing and even legally dangerous reaction 
on the patient’s family. 

Also, it must be remembered that, after a short period of time, a bit 
of the brain, if left without blood, is dead and also that, after a while, the 
thrombus in a carotid artery becomes organized and hence cannot be 
removed. 

Recently, Dr. Irvine Page, in a fine editorial in Modern Medicine, 
pointed out, after a review of the recent literature, that angiography is so 
definitely dangerous that great discretion should be employed in choos- 
ing patients for the procedure. It should not be performed on patients 
who are likely to die, or on persons who have had their stroke weeks 
before, or on persons who, after a stroke, are senile or mentally much 
injured. The wise family physician will do a lot of thinking before he 
asks someone to perform angiography on one of his patients. He will use 
all the clinical “horse sense” he has acquired in his lifetime. 

WALTER C. ALVAREZ, M.D. 





Current comment 





Aging and moral judgments 


b As people age, their moral judgments on economic, social, and inter- 
personal relations decrease in severity. This not unexpected finding comes 
from a series of studies on the formation of moral values and on changes 
that occur with maturity and aging. 

These studies have been under way for some time and have been made 
by Dr. Benjamin Pasamanick and Dr. Solomon Rettig of the Columbus 
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Psychiatric Institute. An over-all observation from these studies shows 
that with increasing age there is an increase in feelings against any kind 
of criminal activity, together with significant increase in a sense of re- 
sponsibility for political decency, for respect for religion, and in regard 
for the sanctity of human individuals. 

The studies are based on an analysis of questionnaires, listing 50 acts 
involving moral judgment. These questionnaires were sent to 2,400 
alumni of a large state university. The alumni, selected at random from 
the graduation years of 1932, 1942, and 1952, were asked to rate the degree 
of wrongness or of rightness in respect to the various activities listed. 
Each of these 3 groups of randomly selected alumni were represented by 
400 men and by 400 women; 87 per cent were married and 78 per cent 
had one or more children. 

The results were compared with opinions given by freshman and sopho- 
more university students in 1929, 1939, and 1949. The purpose of the 
study was to determine what shifts, if any, occur in moral judgments in 
relation to adult experience. The studies sought to determine whether an 
increasingly conservative attitude, which presumably accompanies adult 
experience, is confined to political-economic aspects of life or whether 
it extends into other areas involving moral judgment also. 

In 13 of the questionnaire items, judgment was less severe among the 
alumni than among the corresponding student groups. These items dealt 
with business morality and social morality. On the other hand, consistent 
with increasing age, there was an increase in the severity of moral judg- 
ment of the alumni as compared with corresponding student groups on 
17 items pertaining to crime (robbery, forgery, kidnapping, and perjury), 
religious morality (going to a ball game instead of a church on Sunday) , 
political morality (taking money for one’s vote), and the value of human 
life as reflected in judgment on mercy killing. 

It is interesting that Dr. Pasamanick and Dr. Rettig found 8 items 
among the 50 in the questionnaire to which reaction remained quite the 
same from adolescence through adult life. These include pacifism, false 
medical claims, betrayal of trust, divorce, and hit-and-run accidents. The 
most surprising finding in the study was consistently increasing leniency 
with age toward sexual morality. This may reflect a tendency on the part 
of older generations to idealize youth and romance. It may be, the au- 
thors indicate, that freshman or sophomore college students, because of 
lack of experience, tend to judge sexual behavior according to the ideal 
norms of our culture as conventionally expressed. Possibly the older 
people face facts as they are. 

These studies, which have recently been summarized (Am. Sociol. Rev. 
25:550, 1960) , constitute an important contribution to an understanding 
of the shift in moral judgments that occurs inevitably with age and ex- 
perience. This shift is bound to have some reflection in behavior. It is 
observations of this type, carried through carefully by skilled scientists, 
that will help establish sociologic investigations as a significant part of 
the background for effective geriatric practice. To be fully successful in 
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handling the inevitable physical diseases that come along with increasing 
age, physicians must have information on the changing character of the 
emotional background of individuals in order to treat the patients in a 
successful way when they do become ill and require medical aid. It is 
this sort of broad understanding of the common tendencies in individuals 
that helps maintain the concept of the individual as a whole. 

CHAUNCEY D. LEAKE 


The financial resources of old people 


> In a paper in the Wisconsin Medical Journal for December 1960, Dr. 
Walter Polner of Madison points out that some of the statistics which 
we read in regard to the financial resources of old persons may well be of 
questionable significance. ‘There are a number of objections. Many of the 
available reports are incomplete, and the Social Security Administration 
is now about to launch a twelve-year study to provide more accurate 
data. It is not easy to get from the aged, especially when they are 
suspicious, exact information, or perhaps any information at all. Also, 
one-fifth of old persons live in rural areas in which it is particularly 
difficult to determine the amount of yearly income, such as may be 
derived from a share in a farm. It is often hard to find out what the 
children of an old person are actually contributing to his support. 

I was just talking to an able man who, for a long time, has been trying 
to get his brothers and sisters to contribute something to the care of their 
aged and entirely dependent father. Sometimes, one of them will send 
in some money, but usually my friend has to carry most of the burden. 


WALTER C, ALVAREZ, M.D. 


New psychologic theory on aging 


>» The National Institutes of Health have recently furnished summaries 
highlighting the research carried out in 1960. One interesting study, in- 
volving a new psychologic theory of aging, was conducted by William E. 
Henry of the University of Chicago over a five-year period on 212 people, 
including a panel of healthy adults between the ages of 50 and 70 and a 
group of ambulatory old people between the ages of 70 and 90. 

From the findings has come a theory of disengagement, in which aging 
is considered to be an inevitable mutual withdrawal that results in de- 
creased interaction between the aging person and others in the social 
group to which that person may belong. This process may be initiated by 
the individual or by others in the group. On the other hand, the older 
person may remain relatively close to some people but withdraw 
moderately from others. The withdrawal seems to be accompanied by 
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increased preoccupation with self. As the aging process continues, the 
equilibrium between an individual and society gives way to a new pat- 
tern characterized by a greater distance between the older person and the 
social environment. This disengaged state seems to be a general endpoint 
in aging and appears to be irreversible. 

In the traditional social theory of aging, it is assumed that the older 
person is gradually isolated through desertion by others in the social 
structure. The disengagement theory suggests that the older person 
participates in creating his shrinking social environment. 

It is widely believed that successful aging consists in continuing middle- 
aged activities. But many old people do not desire an extension of con- 
tinued usefulness or the development of new interests or new contacts. 
They find greater satisfactions in their more confined spheres of activity. 

In the process of disengagement, changes were found to occur which 
contribute to the aging person’s becoming less bound to his social system. 
A shift in perception usually occurs during the sixth or seventh decade 
which may reflect both a withdrawal of intense emotional attachment to 
objects and to people and a beginning of anticipation of the aged state. 
This shift is accompanied by a restriction in the variety of social inter- 


actions undertaken and is followed gradually by a reduction in the 


2 
number of hours spent in the company of others. 

As disengagement occurs, a change in behavioral motivation becomes 
apparent. Desire for approval and love, the typical rewards of ‘work and 
kinship, strikingly lessen with old age, and a freedom of choice of rewards 
emerges, with the tendency to select short-run gratifications such as are 
found in recreational activities. This theory, postulating a lessened con- 
cern for social approbation and a lessened desire for esteem, helps to ex- 
plain the self-centered behavior noted among ambulatory older people. 

Here is an interesting descriptive report of gradual behavior changes 
with aging which may involve involution of neurophysiologic functions. 
Neurologic and neurophysiologic studies might help to test this disengage- 
ment theory of aging and, perhaps, to provide a physiologic basis for it. 
CHAUNCEY D. LEAKE 


An early reference to eyeglasses 
for the aged 


> For years, Dr. C. Wilbur Rucker of the Mayo Clinic has been collect- 
ing data on the earliest use of eyeglasses. In a recent paper (Proc. Staff 
Meet. Mayo Clin. 35: 209, 1960), Dr. Rucker said that a manuscript 
preserved at Florence, Italy, dated 1289, contains the following passage: 
“I am so debilitated by age that I can no longer read or write without 
the aid of the glasses called spectacles. These have lately been invented 

for the convenience of old people whose sight is enfeebled.” 
WALTER CG. ALVAREZ, M.D. 


GERIATRICS, OCTOBER 1961 











Pyelonephritis and 
hypertension 


In order to clarify the possible 
relationship of chronic pyelone- 
phritis to hypertension, percu- 
taneous renal biopsies were per- 
formed in 18 patients with dia- 
stolic hypertension. It was found 
that the incidence of chronic py- 
elonephritis was 50 per cent, py- 
elonephritis was the sole histo- 
pathologic finding in 4 cases, and 
the incidence of proteinuria was 
high in the hypertensive patients 
with associated chronic pyelone- 
phritis. 


> The relationship of renal infection 
and hypertension has been studied and 
debated ever since Wagner, in 1882, rec- 
ognized the contracted kidney of chronic 
pyelonephritis. Weiss and Parker! sub- 
sequently described the associated vas- 
cular changes in pyelonephritis and re- 
ported the estimated incidence of coex- 
istent hypertension to be 45 per cent— 
4 times that of the normal population. 
Likewise, Kincaid-Smith and associates? 
found a history of significant hyperten- 


JERRY ROSENBAUM, M.D. 
CHARLES HEIDER, M.D. 
ALBERT N. BREST, M.D. 
JOHN H. MOYER, M.D. 


Hypertension-Renal Unit, 
Hahnemann Medical College 
and Hospital, Philadelphia 


sion in two-thirds of 45 patients with 
chronic pyelonephritis who were studied 
post mortem. On the other hand, a much 
lesser incidence was reported by Deller 
and associates,? who found only 1 of 
10 patients with significant clinical hy- 
pertension showing chronic pyelone- 
phritis on renal biopsy. Similarly, Kip- 
nis and his colleagues* found only 2 of 
9 patients with chronic pyelonephritis 
determined at biopsy to be clinically 
hypertensive. Others have reported a 13 
to 20 per cent incidence of pyelonephri- 
tis in essential hypertension.°®. 6 

Although Weiss and Parker! believed 
that hypertension and acute pyelone- 
phritis were not clinically related, the 
opposite view is held by Kleeman and 
associates," who claim that hyperten- 
sion can be aggravated by either acute 
or chronic renal infection. In addition, 
they suggest that blood pressure may 
be lowered as the pyelonephritis is con- 
trolled. The latter view is also supported 
by the clinical studies of Kipnis and 
associates, who found that the blood 
pressure was lowered in 10 of 18 patients 
with chronic pyelonephritis after a 
course of antibiotic therapy. 

The present study reviews our ex- 
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Table 1 Hypertensives without pyelonephritis (9 patients) 
Patient Age Sex Race Fundus* pane IvP GFRt RPFt pa. § are 
cg: 
S.B. 36 M N 1 170/110 N§ 95 455 Neg. jg Neo. 
D.B. 39 F N > 190/120 N 50 520 Neg, Neg. 
1.C. 33 F N 1 160/110 N 125 514 Neg, 9 
H.K. 59 F N 2 220/110 Abn.§ 23 181 Strept. § Ne9- 
GF. 53 M Ww 1 190/120 N 107 381 Neg, Neo. 
H.J. 56 M N 1 150/100 N 81 484 Neg, §N¢9- 
EJ. 43 7 N 1 210/110 Abn. 128 484 Neg. B29: 
F.W. 59 F N — 210/110 N _— —_ Neg. § Neo. 
F.L. 43 M Ww ) 165/100 Abn. 112 553 Neg, § Ne9- 
* Keith-Wagener classification t Renal plasma flow (para-amino hippurate clearance) 
+ Glomerular filtration rate (creatinine clearance) § Abn.—Abnormal; N—Normal 
periences with percutaneous renal bi- function was evaluated by routine urin- 
opsy in 18 hypertensive patients, with alysis, urine culture, blood urea nitro- 
particular reference to the histopatho- gen, and intravenous pyelography. 
logic incidence of pyelonephritis and Whenever possible, glomerular filtration 
the renal functional findings. was determined by endogenous creati- 
nine clearance and renal plasma flow 
Methods was studied by para-aminohippurate 
The series includes 18 patients with (PAH) clearance. All laboratory studies 
diastolic hypertension selected at ran- were performed before renal biopsy. 
dom for percutaneous renal biopsy. Pa- Renal tissue for pathologic study was 
tients were considered hypertensive if obtained by the needle biopsy technic 
the blood pressure exceeded 150/100 described by Kark and Muehrcke in 
mm. Hg. The vital data on the patients 1954.8 Each specimen was studied by 
are summarized in tables 1 and 2. Renal 4 different staining procedures, includ- 
Table 2 Hypertensives with pyelonephritis (9 patients) 
Blood Urine fXidney 
Patient Age Sex Race Fundus* pressure IVP GFRt RPFt culture prulture 
Si ieee eee Jf be 
O.H. 47 M N 1 155/110 Abn.§ 95 457 S. Viridorg Neg. 
LW. 59 M W 0 170/100 Abn. 110 420 Colifornfp Neg. 
Bt 55 M N — 160/100 N§ 122 558 B. Protewp Neg. 
M.C. 59 M W 1 ‘210/110 Abn. — as Coliform Neg. 
L.A. 57 M N 2 260/110 N 81 493 Neg. Neg. 
JiG: 41 M Ww 3 150/100 N ae sis Neg. Bed. 
J.B. 55 M W 3 270/170 Abn. 37 135 Neg. peg. 
GN. 53 F N 2 170/105 Abn. = ae — Bes. 
D.M. 52 F N 0 200/100 Abn. 64 330 Neg. Neo. 





* Keith-Wagener classification 
+ Glomerular filtration rate (creatinine clearance) 
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oan vod Hematuria Pyuria Proteinuria BUN 
a oe 
Neg, jg Neo: ie) + 0 8 
Neg, Neo: ) () ) 9 
Neg, §Xe9- 0 0 0 8 
Strept,  Ne9- 10) 0 1+ 35 
Neg, § Neg: 0 0 0 15 
Neg. § Neo- 0 0 15: 
Neg, § Neo: 0) 10) 14 
Neg. Neo. te) + 2+ 16 
Neg, § 9: + +- 2+ 12 
a 
ing hematoxylin and eosin, PAS, and 
additional stains for fibrous and elastic 
tissues. The fundi were graded from 0 
(normal) to 4 according to the Keith- 
Wagener classification. 
Results 
The patients were divided according to 
the biopsy results into 2 general groups: 
hypertensives (I) with and (II) without 
pyelonephritis. There were 9 patients in 
group I (table 1). In 8 of the 9, the biop- 
sy specimen revealed only nephrosclerosis, 
without evidence of inflammatory in- 
volvement. In the other patient, the 
vessels were normal but the glomeruli 
demonstrated subacute proliferative glo- 
SS wed Hematuria Pyuria Proteinuria BUN 
a= > 
S. Viridorg Neg. 0 0 0 15 
Coliforn§ Neg. 0 0 44 24 
B. Protew Neg. 0 (e) 44. 15 
Coliform Neg. fe) fe) 2+ 19 
Neg. — Neg. _ —_— —_— Vo 
Neg. f Neg. 0 0 24+ 27 
Neg. Nes. 0 0 34 40 
— Neg. fe) o) 1+ 45 
Neg. Neo. ) ) CB 14 
__—_}-—— 








merulonephritis. The latter diagnosis 
had not been clinically suspected, al- 
though hematuria and proteinuria were 
present. Urine cultures were negative in 
all except 1 patient, in whom anaerobic 
streptococci were found. 

Kidney cultures were negative in all 
9 patients. Kidney function was normal 
or only slightly diminished in all but 
one, who had marked reduction of the 
glomerular filtration rate and renal 
plasma flow and was the only patient 
with azotemia. Abnormal intravenous 
pyelograms in this group consisted of 
delayed filling in one instance, kinking 
of the ureteropelvic junction in another, 
and nonvisualization of the left pelvo- 
calyceal system in a third. 

Group II (table 2) included 9 pa- 
tients in whom the renal biopsy speci- 
mens revealed evidence of chronic pye- 
lonephritis (figures I and II). In ad- 
dition, 3 biopsies showed arteriolone- 
phrosclerosis and, in 2 diabetic patients, 
glomerulosclerosis was found. Pyuria 
was absent in all instances, and the 
urine culture was positive in only 4. 
Proteinuria was noted in 7 of 8 patients 
tested, in contrast with only 3 of 9 in 
group I. It should be pointed out, how- 
ever, that 2 of the 3 patients in group 
I had pyuria associated with the pro- 
teinuria. It is possible that these 2 had 
focal pyelonephritis that was missed on 
needle biopsy. 

Among those tested in group II, renal 
clearance studies revealed normal or 
only slightly diminished glomerular fil- 
tration rates and renal plasma flows in 
all except 1 patient, in whom they were 
markedly reduced. Of the 9 patients, 6 
had delayed filling of the pelvocalyceal 
systems demonstrable on ~ intravenous 
pyelography. In addition, 3 had calyceal 
deformities consistent with pyelonephri- 
tis. The kidney cultures were negative 
in all 9 patients. 
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Fig. I. Chronic inflammatory changes, including fi- 
brosis and tubular casts (thyroid-like appearance), 
appeared in this patient with diastolic hypertension. 


There were no significant complica- 
tions in any of the 18 subjects. 
Discussion 

In this series, the incidence of chronic 
pyelonephritis as confirmed by biopsy 
among 18 hypertensive subjects was 50 
per that 
cidence is higher than that reported by 
most authors.':3-6 The presence of pye- 
lonephritis could have been suspected 
clinically in 4 of the patients on the 


cent. It is notable this in- 


basis of positive urine cultures, but py- 
uria, which was absent in each subject 
with histologic evidence of pyelonephri- 
tis, did not offer any diagnostic aid. The 
over-all incidence of pyelonephritis in 
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Fig. Il. Renal biopsy revealed arteriolonephrosclerosis 
in addition to evidences of chronic pyelonephritis. 
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the 18 subjects might possibly have been 
even greater, since 2 patients in group 
I had significant pyuria and proteinuria 
without biopsy evidence of pyelonephri- 
tis. It is conceivable that focal renal 
infection was missed in these 2 subjects. 
In the past, the pathology of coexist- 
ent pyelonephritis and hypertension has 
been founded mainly on autopsy ma- 
terial obtained from severely diseased 
kidneys.! In fulminating acute pyelone- 
phritis, an interstitial infiltration of 
polymorphonuclear leukocytes extends 
to the outer portion of the vessel walls. 
The latter is occasionally associated 
with vascular thrombi and endarteritis 
composed of loose endothelial cell pro- 
liferation. Ischemia secondary to end- 
arteritis might be responsible for sec- 
ondary pressure elevation. In chronic 
pyelonephritis, the vascular changes are 
believed to be secondary to the local 
tissue inflammation surrounding the ves- 
sel walls. If hypertension is absent, the 
changes noted are mild and occur main- 
ly in the scarred areas. However, as the 
pressure rises, the vascular involvement 
becomes more pronounced. In the pres- 
ent series, pyelonephritis as the sole 
histopathologic finding was noted in 
only 4 cases. In 5 others, the pyelone- 
phritis was associated with histologic 
evidence of arteriolonephrosclerosis, glo- 
merulosclerosis, or 
If hypertension is absent in chronic 
pyelonephritis, the associated prolifera- 
tive endarteritis tends to be minimal, 
although qualitatively the same as when 
hypertension is present. On the other 
hand, severe vascular lesions are some- 
times present in the involved kidney in 
unilateral chronic pyelonephritis with- 
out coexistent hypertension.® It is nota- 
ble, therefore, that proliferative endar- 
teritis is not always associated with 
chronic pyelonephritis even when severe 
hypertension is also present. 


glomerulonephritis. 











The etiologic relationship between 
chronic pyelonephritis and hyperten- 
sion has been suggested by both autopsy 
and clinical case studies, although con- 
siderable contradiction and confusion 
still exist. Nevertheless, the clinical evi- 
dences which implicate chronic pyelone- 
phritis as a cause of hypertension in- 
clude (1) the relatively high incidence 
of clinical coexistence of the two dis- 
eases and (2) the empiric finding that 
removal of a unilateral pyelonephritic 
kidney may result in cure or control of 
the pressure elevation. Additional sug- 
gestive evidence is the finding that anti- 
biotic control of active pyelonephritis 
may be associated with blood pressure 
reduction.*;? Liberation of renin, in re- 
sponse to renal ischemia, might con- 
ceivably account for the ultimate for- 
mation of vasopressor substance in the 
pyelonephritic patient. 

A seemingly consequential finding in 
this series of patients is the high in- 
cidence of proteinuria in the hyperten- 
sive subjects with associated pyelone- 
phritis as compared with those without 
inflammatory changes. Thus, in a hy- 
pertensive patient with proteinuria, the 
likelihood of an associated pyelonephri- 
tis being present seems to be increased. 


Since needle biopsy of the kidney is now 
a relatively harmless procedure in ex- 
perienced hands and since only 20 per 
cent of chronic pyelonephritis is diag- 
nosed before autopsy,!° renal biopsy 
might properly be utilized in the rou- 
tine hypertensive work-up. Further stud- 
ies and long-term follow-up are needed 
to further define the etiologic impor- 
tance of pyelonephritis in hypertension. 


The authors express their grateful apprecia- 
tion to Dr. Joseph Imbriglia and other members 
of the Department of Pathology, Hahnemann 
Medical College and Hospital, for their helpful 
participation in the review of the biopsy material. 
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Carotid artery surgery for 


cerebrovascular accident 


Thromboendarterectomy may 
relieve most of the patients who 
have sustained an acute cerebro- 
vascular accident due to carotid 
artery disease. Preliminary fol- 
low-up observations give the im- 
pression that paralysis and other 
neurologic crippling sequelae 
may be avoided by early diag- 
nosis and surgical therapy. 


» Cerebrovascular accident is a term 
which has been used by physicians to 
denote the sudden onset of neurologic 
deficit such as hemiplegia and aphasia. 
The laity have used the terms “stroke” 
or “shock,” and both physician and pa- 
tient hoped the catastrophe would im- 
prove and leave the victim with few 
permanent crippling effects. The ill- 
conceived idea prevailed that only the 
brain was the site for the poor circula- 
tion. It did not occur to the neurologists 
that the carotid arteries, 
which serve as conduits from the heart 
to the brain, might become diseased 
with resulting inadequate cerebral cir- 
culation. Until recently, physicians had 
no idea that circulation might be re- 
stored by reconstructive surgery. 


extracranial 
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Our present concepts of the disease 
and ways by which it may be treated 
are based on several important develop- 
ments over the past fifty years. Hunt,! 
at a 1913 meeting of the American Neu- 
rological Association, questioned the 
role that the innominate, common, and 
internal carotid arteries might have in 
causing softening of the brain. He be- 
lieved that, if there were obstruction of 
one carotid artery, the circle of Willis 
might provide inadequate communica- 
tion from the side opposite that of the 
obstruction and cerebral infarction 
could result. He found that hemiplegias 
were associated with decreased pulsa- 
tions of the carotid vessels in the neck 
and urged that these vessels be palpated 
as part of the examination of a patient. 
He stated that “unilateral headache 
and vertigo, especially in assuming the 
upright posture, epileptiform attacks, 
failing memory, attacks of threatened 
hemiplegia, and cerebral intermittent 
claudication are some of the vascular 
symptoms which would suggest the pos- 
sibility of carotid obstruction.” 

It is unfortunate that Ramsay Hunt 
was not a surgeon, for one feels he 
might have pursued this topic to its 
logical conclusion—removal of the in- 
ternal obstruction in the artery. Only 








after forty years was there acceptance of 
Hunt’s theory and refutation of the 
Galenic teaching that the middle and 
anterior cerebral arteries were solely at 
fault in causing cerebrovascular acci- 
dents. 

In 1937, Moniz? introduced arteriog- 
raphy of the carotid circulation. By this 
means, visualization of the vessels from 
below the bifurcation of the carotids to 
the most peripheral arteries of the brain 
was obtained. This represented a major 
breakthrough in our understanding of 
vascular problems, but still our ideas 
did not change. Arteriography was not 
much used until after World War II. 

Hultquist® in 1942 examined at au- 
topsy the carotid arteries in 1,300 un- 
selected subjects and found that 2.9 per 
cent of the cases had thrombosis of one 
or both carotid arteries. This type of 
study was elaborated by Fisher‘ in 1951. 
He was disturbed that his clinical diag- 
nosis of thrombosis of the middle cere- 
bral artery was not borne out at time 
of autopsy, and he too began to examine 
the carotid system. He believed that oc- 
clusion of the carotid artery was much 
more common than was believed. He 
stated also that thrombosis of this vessel 
may be manifest in the younger age 
group. 

In a subsequent paper, Fisher® studied 
432 routine autopsies at two Montreal 
hospitals. Of these cases, 45, or 10.4 per 
cent, had carotid occlusion. Interestingly, 
7 showed no symptoms or signs. How- 
ever, 20 patients were hemiplegic from 
one diseased vessel and 6 were in coma 
from bilateral carotid disease. Eight 
were demented from occlusion of one 
vessel and 5 from bilateral occlusion. 
He claimed the incidence of carotid occlu- 
sion was the same as cerebral hemorrhage 
or hypertensive encephalomalacia. 

Over a number of years, certain meas- 
ures have been developed for the han- 


dling of a cerebrovascular accident. 
These include the use of nicotinic acid, 
histamine, carbon dioxide inhalations, 
and novocaine blocks of the stellate gan- 
glion. Despite Hedenius’® report on the 
use of heparin for patients with cere- 
bral thrombosis, no extensive series was 
reported until Fisher’s paper of 1954.5 
Millikan and his associates’ at the Mayo 
Clinic reported the use of anticoagu- 
lants for cerebrovascular disease in 317 
patients. The results were most im- 
pressive. Of 85 patients with intermit- 
tent carotid insufficiency treated with 
anticoagulants, 82 were cured of their 
attacks. Of 31 patients with advancing 
carotid thrombosis, only 6 per cent de- 
veloped hemiplegia, as compared to an 
incidence rate of 35 per cent hemiplegia 
in 17 patients who were not given anti- 
coagulants. Millikan stressed that anti- 
coagulant therapy was preventive rather 
than therapeutic. 

By 1950, surgery of the large arteries, 
using rapid arteriotomy, hypothermia, 
and suitable synthetic materials for grafts 
and shunts, was well established. In 1954, 
Eastcott and his associates*:® successfully 
operated on a carotid artery with re- 
section of the diseased vessel and an 
end-to-end anastomosis of the common 
to internal carotid artery. Since then, 
many reports of successful operations 
have been published. Most of these are 
thromboendarterectomies,!® but anas- 
tomoses of carotid divisions, grafts, and 
shunts have also been done. These re- 
ports have stressed that the operation 
may be performed without a formidable 
mortality or morbidity, that a plaque is 
generally removed without major com- 
plications, and that results are good to 
date although long-range results are not 
yet available. 

At the present time, it is amazing to 
see the revolutionary changes that have 
come about with this renewed interest 
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in cerebral, carotid, and vertebral cir- 
culation. The sudden onset of aphasia 
and hemiplegia should warn the phy- 
sician to be certain he palpates the ca- 
rotid vessels. Should the patient com- 
plain of persisting headaches or dizzi- 
ness, paresthesias, transient weakness, or 
speech disturbance, the physician no 
longer feels that he is “working up an- 
other stroke” with its limited prognosis. 
He now is energetic and hopeful about 
the diagnosis and treatment. He listens 
for a bruit in the carotid vessels and he 
may check the ocular arteriolar pressure 
to see if there is a significant difference. 
He is certain to diagnose the neurologic 
deficit and report whether the treatment 
should be medical or surgical. 

Diagnosis 

Carotid artery occlusion may be mani- 
fest in three ways: (1) intermittent at- 
tacks with transient weakness, paralysis, 
aphasia, paresthesias, headache, dizzi- 
ness, blindness in one eye or visual field 
disturbance, convulsions, or progressive 
mental symptoms such as forgetfulness 
or even dementia; (2) sudden and ex- 
tensive neurologic deficit; or (3) definite 
progressive events over several days. All 
3 types may be caused by sclerosis of the 
carotid vessels in a considerable propor- 
tion of patients, and arteriography may 
disclose a partially stenosed vessel in 
which a plaque may be removed with 
restoration of the vessel’s lumen. The 
vessel may also be totally occluded by 
a plaque with distal thrombosis. Even 
in some of these cases, the vessels may 
be restored to normal patency. 

The special procedures of arteriog- 
raphy, ophthalmodynamometry, electro- 
encephalography, and perhaps air stud- 
ies are useful to the neurologist in mak- 
ing the correct diagnosis. This paper, 
however, is designed for the physician 
on the periphery of clinical neurology. 
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He must determine when to refer a pa- 
tient to a specialist and he must bear 
in mind the economic status of the pa- 
tient and the high price of medicine 
today. The practitioner must carefully 
weigh these factors against the fact that 
failure to recognize fundamental symp- 
toms and signs of impending carotid in- 
sufficiency may end in tragedy for the 
patient and the family. The duty of 
both the general practitioner and spe- 
cialist should be to avoid cerebral infarc- 
tion. Certain basic principles may be 
helpful to the family doctor: 

1. Repeated attacks of transitory re- 
versible vascular insufficiency are those 
which are most amenable to surgery. 
These patients are as yet undamaged, 
but they are threatened with disability. 
Time works against the patient and anv 
unexplained transient neurologic deficits 
should be investigated at once. This type 
of case should be promptly referred to 
a neurosurgeon. Decisions should then 
quickly be made, and thromboendarte- 
rectomy carried out if indicated. 

2. The carotid vessels in the neck 
should be palpated routinely. Ausculta- 
tion of these vessels only a few inches 
above the heart base should be a rou- 
tine part of any examination. 

3. All age groups are vulnerable, for 
we reported a case of carotid occlusion 
in a 15-year-old boy with profound hemi- 
plegia.™ 

4. Hazards of arteriography exist, but 
these are kept to a minimum and far 
outweigh the risk of having a carotid 
plaque progress to total occlusion. We 
believe that the more diseased the vessel 
or the longer the process has lasted, the 
more likely arteriogram accidents will 
occur. 


Patient series 


Our group of patients studied represents 
the total results of team management 
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involving neurosurgeons, vascular sur- 
geons, neurologists, internists, and oph- 
thalmologists at the Hitchcock Clinic. 
This type of surgery has been performed 
for over three years and the majority 
of these patients have been operated 
upon in the last eighteen months. When 
carotid artery obstruction is suspected in 
a patient, routine measures including 
roentgenograms of the skull and chest, 
complete blood count, urinalysis, and 
electrocardiography are performed. Sin- 
cere attempts are made to obtain a serum 
cholesterol test, electroencephalogram, a 
lumbar puncture, and ophthalmodyna- 
mometric observations. The ‘prothrom- 
bin level of the blood is determined and 
carotid arteriography is usually per- 
formed. 

In our series of patients studied for 
“stroke,” 26 were found to have carotid 
atheroma in the neck and all were op- 
erated upon. The symptoms and signs 
are shown in table 1. Of the 26 patients, 
19 had some motor disturbance which 
varied from a minor weakness to. pro- 
found hemiplegia. Speech and_ sensory 
disturbances were found in about one- 
half the total number, and, surprisingly, 
one-half had headaches. Confusion, vis- 
ual field change, and convulsions were 


Table 1 


found in fewer than one-quarter of the 
patients, and ipsilateral visual disturb- 
ance, so frequently thought important 
in this diagnosis, was found in only 2. 

Of those patients studied by ophthal- 
modynamometry, 7 had reduction of the 
pressure in the affected eye, while 3 had 
reduction of the side opposite the carot- 
id occlusion. Lumbar punctures were 
negative in all of the patients studied. 
Abnormal electroencephalograms were 
found in only one-third of those ob- 
served. Of interest is the fact that the 
serum cholesterol was elevated in most 
of the patients. The electrocardiograms 
were abnormal in one-half of the pa- 
tients. 

Arteriograms were performed on all 
patients, but the majority of arterio- 
grams were performed only on the af- 
fected side of the patient (table 2). 
Partial obstruction of a vessel was found 
more often than complete obstruction. 
Fortunately, complete obstruction was 
manifest in only 6 cases. The number 
of complications by this treatment was 
higher than that with arteriography for 
normal neck vasculature, but all results 
were transient except one case of heart 
block which was fatal. We do not be- 
lieve this was the direct result of arteri- 


Symptoms and signs of carotid artery occlusion 








Postoperative 
Preoperative Improved Worse No change 

Motor disturbance 19 14 - 5 
Speech disturbance 12 9 1 2 
Sensory disturbance 12 4 7 ] 4 
Headache 10 8 1 1 
Confusion 5 4 - 1 
Visual field change 4 - - 4 
Convulsions . Z - l 
Impaired ipsilateral visual 

disturbance 2 ~ - 2 
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FIG. I (above). Complete occlusion of the internal 


artery at its origin. FIG. Il (right). Segmental 
stenosis of internal carotid artery with plaque 
formation. 


ography, but it has been so included be- 
cause of the simultaneous appearance of 
block at the time of arteriography under 
general anesthesia. 

Figures I and II show two carotid ar- 
teriograms. The first is a long segment of 
which was re- 
lieved by thromboendarterectomy, and 


atheromatous disease 


the second is a complete obstruction of 
four days for which little could be done. 





Table 2 Summary of arteriogram data 
Preoperative 
Unilateral 18 
Bilateral 
Complete obstruction one vessel 6 
Partial obstruction one vessel 20 
Partial obstruction both vessels 4 
Complications 
Hemiplegia, transient 2 
Hemiparesis, transient ] 
Heart block 1 
Aphasia 1 
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The obstruction seen is in the internal 


carotid artery just above the bifurcation. 

Tables 3 and 4 present our surgical 
results in 26 patients. Thromboendarter- 
ectomy was performed in most of these 
cases, accompanied by cervical sympa- 
thectomy in two-thirds of the cases. Over 
one-half were asymptomatic or better 
after surgery, 4 showed no improvement, 
and 6 became worse or died. This last 
fact is due, we believe, to our initially 
including patients in the seventh decade 
of life or with complete occlusions and 
massive neurologic defects. Our follow- 
up is admittedly less than two years, 
and, of course, more time is required 
for honest and unprejudiced evaluation. 

Table 5 shows an interesting phenom- 
enon regarding the use of heparin. Six 
of the 26 patients had been on anti- 
coagulant therapy with failure to pre- 
vent the progress of symptoms or signs. 
This by no means represents all of our 
patients on anticoagulant therapy for 
carotid vascular disease. We now believe 
that failure on anticoagulant therapy is 











Results of carotid 
Table 3 artery surgery 











Total cases 26 
“Cured” or better 16 
No change 4 
Worse or died 6 

Age groups 
30 to 40 ] 
40 to 50 7 
50 to 60 7 
60 to 70 1] 

Follow-up 
Less than six months 8 
Six to twelve months 8 
Twelve to twenty-four months 4 
Died in hospital 6 
Died within six months hospitaliza- 

tion of coronary thrombosis 2 
Table 4 Nature of operation 
Total number undergoing surgery 26 


Thromboendarterectomy carotid artery 23 
Teflon graft 3 


Cervical sympathectomy 18 








an indication for surgery. In the early 
stage, 2 patients died with hemorrhagic 
infarcts of the brain. Both of these pa- 
tients had been on anticoagulant therapy 
postoperatively. 

Table 1 shows that in about two- 
thirds of the patients the postoperative 
condition was improved with regard to 
motor function, speech, sensory disturb- 
ances, and confusion. Headaches were 
much improved. The visual changes, 
whether field disturbance, blurring, or 
blindness in the ipsilateral eye, were not 
changed. 


Discussion 


From these statistics and those of other 
authors, we may be able to determine 
what type of patient is most likely to 
benefit from surgery. He is under 60, 
has a “stuttering” display of neurologic 
signs, and has only a partially occluded 
carotid artery by arteriography. We be- 
lieve that his chance of avoiding further 
neurologic deficit postoperatively is ex- 
cellent if proper management of his 
diet, including the amount of cholesterol 
ingested, is carried out. It is possible 
that his vascular disease may progress, 
for there is no real proof that lowering 
his serum cholesterol will materially af- 
fect his atherosclerosis. Our follow-up 
observations are inadequate. We are 
aware of the natural improvement of 
the patient with a vascular occlusion. 
The burden of determining whether sur- 
gery is more efficacious in preventing 
the crippling effects of thrombosis than 
the so-called conservative approach of 
anticoagulant therapy, carbon dioxide 
inhalations, whiskey ingestion, bed rest, 
and stellate blocks lies solely with us. 
We believe our results will demonstrate 
this over the years. We are also aware 
of Jackson’s demonstration!” that ves- 
sels may be occluded postoperatively 
without neurologic deficit. 

We believe that, despite its hazards, 
arteriography should be considered in 
all cases of threatening stroke. We also 


Table 5 Experiences with heparin 





Preoperative use with failure to arrest 
progress symptoms or signs 
Postoperative use 7 


Complications: 


Incisional hematoma ] 
Hematuria ] 
Infarct brain 2 
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PATIENTS over 50 often do not show a white blood cell count over 
10,000 per cubic millimeter in appendicitis, with or without compli- 
cations. When appendicitis is suspected in older people, waiting for 
leukocytosis to help determine the diagnosis is not likely to be fruitful. 
Although the incidence of elevated white blood cell counts rises in 
patients with symptoms of twelve to twenty-four hours’ duration, 
many counts are normal after twenty-four hours. 

The peripheral white blood cell count is not related to the extent 
of infection, gangrene, peritonitis, or perforation. Patients with leuko- 
cytosis are more likely to have chills and fever than patients with 
normal white blood cell counts. 

A leukocyte count below 10,000 per cubic millimeter was found in 
30 per cent of 100 appendicitis patients over 50 and in 14 per cent of 
50 patients 30 to 39 years of age. Inflammatory reaction was similar 
in appendixes from 30 patients with leukocytosis and 30 patients with 
normal white cell counts. 


D. §. HUBBELL, W. K. BARTON, and 0. D. SOLOMON: Leukocytosis in appendicitis in older 
persons. J.A.M.A. 175: 139-141, 1961. : 
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mortality rates to entrance 


to a home for the aged 


First-year mortality rates in a 
home for the aged apparently 
are related to the impact of in- 
stitutionalization on the aged 
but are not related to average 
age on admission or to the num- 
ber of chronically ill persons ad- 
mitted. 


>» It has been commonly observed that 
mortality among patients over 65 in 
mental institutions is extremely high 
during the initial year of institutionaliza- 
tion. A number of studies have related 
actuarial, physical, and psychiatric diag- 
nostic categories to the differential rate 
of early (within the first year) mor- 
tality. Kay and associatest and Roth? 
show that psychiatric diagnostic entities 
have differential rates of early mortality 
and that the causes for death differ 
among these diagnostic categories. Kay 
and associates? suggest 3 factors that are 
prognostic of early death upon admis- 
sion to a mental institution: serious 
physical illness, acute organic confusion- 
al state, and age over’80. The authors 
determined that the presence of several 
of these signs increases the likelihood 
of early mortality. 


Kay and Roth* suggest that physical 
illness in men presents a higher risk 
than in women. These authors infer 
that men “react differentially to physical 
illness.” In the same study, evidence 
is presented that patients who experi- 
ence onset of affective disorders after 
the age of 60 are more likely to die 
soon after admission to a mental insti- 
tution than are those had 
similar episodes before 60. 

Malzberg® presents data that bear on 
the mortality rates of various diagnostic 
categories. He found a differential early 
mortality rate between dementia prae- 
and cerebral arteriosclerosis, the 
latter being much higher. Camargo and 
Preston® found that first-year mortality 


who have 


COX 


upon admission to a mental institution 
increases with increasing age and is 
higher for men than for women. Gold- 
farb‘ found that residents of nursing 
homes had a significantly greater first- 
year mortality rate than did residents 
of homes for the aged. He attributes 
these differences to the “residents’ con- 
dition” upon admission to the two types 
of institutions. 

This brief review of the literature 
serves to highlight those factors found 
by a number of investigators to correlate 
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with first-year mortality. First-year mor- 
tality apparently is largely accounted 
for by those diagnostic categories which 
involve cerebral organic damage—that 
is, senile and arteriosclerotic psychoses, 
death being related to cerebral degen- 
eration. For those patients falling into 
functional categories, the first-year mor- 
tality rate tends to be correlated to spe- 
cific physical diseases. ‘The -higher-than- 
average mortality is attributed to the 
degenerated physical condition of these 
patients upon admission. The relation- 
ship between increasing age and in- 
creasing mortality seems _ self-evident. 
The fact that men are more prone to 
first-year mortality is usually attributed 
to the generally higher mortality rate 
of men. However, the male-female dif- 
ferential seems, in most studies, to be 
much higher than that of the general 
population outside institutions. 

Thus, although much of the variance 
of the first-year mortality upon insti- 
tutionalization can be accounted for 
satisfactorily, several authors point to 
the problems involved with such ex- 
planations. Kay and associates* “find it 
necessary to postulate an additional fac- 
tor such as a deficient homeostasis to 
account for the abnormal vulnerability 
to physical stress among those patients 
which have been classified as acute con- 
fusional states.’ Whittier and Williams$ 
raise the question of the possibility of 
psychodynamic factors being an issue 
but present no evidence to support this 
point of view. 

The present study investigates the re- 
lationship between mortality rates and 
(1) entrance into an institution, (2) 
physical status, and (3) age. 


Materials and method 


The records of all applicants accepted 
for admission between 1947 and 1959 


to the Orthodox Jewish Home for the 
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Aged of Chicago were investigated. 
During this period,* 860 applicants suc- 
cessfully passed the physical and _psy- 
chologic criteria for admission and were 
placed upon the Home’s waiting list. 
(During the twelve years under study, 
the criteria for admission have under- 
gone several changes.) The average wait 
before admission was 6.4 months, with 


- a range from one month to three years. 


Of the 860 accepted, 700 actually en- 
tered the home; 82 died while on the 
waiting list and the remainder withdrew 
their applications. 

The Orthodox Jewish Home for the 
Aged is 1 of 3 homes for the aged op- 
erated in cooperation with the Jewish 
Federation of Chicago and houses ap- 
proximately 200 aged individuals. All 
admissions to the Home are voluntary. 
The Home’s services include a_ broad 
range of programs for medical care, 
physical rehabilitation, and occupation- 
al therapy. Religious, social, and edu- 
cational programs are also provided. 


Results 


Entrance into the institution. Between 
1947 and 1958, 536 deaths were recorded, 
of which 173, or 32 per cent, occurred 
before the end of the first year of resi- 
dence in the Home. The figure repre- 
sents 24.7 per cent first-year mortality 
of the total admission between 1947 and 
1958. The mortality rate upon insti- 
tutionalization was compared with the 
mortality rate of the same population 
before institutionalization—the waiting- 
list period. The prospective resident to 
the Home may spend from one month 
to three years on the waiting list. The 
mean waiting period for the population 
was 6.4 months. (This figure represents a 


*Approximately 100 temporary admissions were not in- 
cluded in this figure. These were individuals who were 
not screened by the same admission criteria and whose 
stay in the home was on a temporary basis, usually 
several weeks at a maximum. 




















minimum waiting time; several months 
usually elapsed between the screening 
period and the official admission. ‘This 
figure was used because no accurate rec- 
ords were available for the entire pop- 
ulation for the time spent from appli- 
cation to admission.) The mortality rate 
for the waiting list period was 10.4 per 
cent—less than half the rate for the first 
year of institutionalization. 

Physical status. A preliminary review 
of a sample of 50 medical records, 
matched for age and sex and equally 
divided between those of residents who 
died during the first year and those of 
residents who lived past the’ first year, 
failed to reveal any differences on such 
dimensions as diagnosis and general 
health ratings. However, because of the 
relatively gross diagnostic entries, it was 
felt that such a procedure would be 
unproductive for determining differ- 
ences between early and late mortality. 

The variation in the first-year mor- 
tality rate with the admission or non- 
admission of chronically ill patients was 
utilized to estimate the relationship be- 
tween physical status and mortality. 
Since 1947, the policy of the home has 
undergone several changes toward the 
admission of chronically ill persons. 

To assess the influence that the rel- 
ative frequency or infrequency of ad- 
mission of chronically ill patients had 
upon first-year mortality rates, 2 groups 
were composed on the basis of the year 
of admission to the Home. Group | con- 
sisted of patients admitted during non- 
chronic-admission years, 1947 through 
1949 and 1955 through 1957, and group 
2, patients admitted during chronic- 
admission years, 1950 through 1954 and 
1958. 

Table 1 presents a chi-square com- 
parison of these groups. The analyses 
yield a chi-square of 2.42, which did not 
significantly differentiate at a 10 per cent 


Chi-square comparison of first-year 








Table 1 mortality in chronic-admission years 
with nonchronic-admission years 
Total 
admissions* Mortality Expected Chi-square 
Nonchronic 282 55 63 1.14 
Chronic 358 88 78 1.28 
2.42t 





* Year of admission could not be determined for 60 
patients, who were omitted from the analysis. 


+ Degree of freedom = 1 


level of confidence between the 2 groups. 
Thus, the frequency of chronic admis- 
sions does not affect the first-year mor- 
tality rates. (Because of the relationship 
of admission age to first-year mortality 
rates, ages on admission were compared. 
A chi-square analysis yielded a chi- 
square of 1.943—d. f. = 5—which does 
not significantly differentiate the 2 groups 
at a 10 per cent level of confidence.) 

Age on admission. Table 2 shows the 
cumulative percentages dead over a five- 
year period of institutionalization. The 
first-year mortality rates do not appear 
to be influenced by age on admission. In 
fact, even past the first year, increasing 


Cumulative percentage of 








Table 2 mortality for age and 
length of institutionalization*® 
Length of institutionalization (years) Total 
Age 1 2 3° 4 5 Nt 
60-69 25 47 49 66 72 40 
70-74 28 42 61 77 93 115 
75-79 31 43 56 69 78 232 
80-84 21 35 53 62 73 172 
85-89 20 34 52 64 81 99 
90-100 30 30 42 59 74 20 





* Total number of cases is 678. Ages of 22 residents 
could not be determined, and they were omitted 
in the construction of this table. 


+ The total N represents only the first-year rates. 
Subsequent mortality rates are based on progres- 
sively diminished N’‘s on the basis of total admis- 
sion up to the particular year, which would allow 
equal chance for longevity. 
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Chi-square comparison of age 





Chi-square comparison of age 














Table 3 and first-year mortality Table 4 and mortality on the waiting list 
N, first-year Deaths on 
Age Total N deaths Expected Chi-square* Age Total N_ waiting list Expected Chi-square* 
60-78 342 103 88 4.54 60-78 342 34 39 0.64 
79-100 336 73 85 1.69 79-100 336 46 40 0.90 
6.23 1.54 





* Degree of freedom = 1 


age does not seem to affect significantly 
increments in percentage of mortality. 

To test more specifically the effect of 
age upon first-year mortality, the total 
population was divided into 2 groups 
on the basis of age. The median age 
was used as the cutting point. A chi- 
square analysis (table 3) yielded a chi- 
square of 6.23, which is significant at 
better than a 5 per cent level of con- 
fidence. This result suggests that a sig- 
nificantly higher proportion of first-year 
deaths took place among the younger 
half of the population. The increasing 
rate of mortality among the younger 
half of the population is in contrast to 
the age of death when on the waiting 
list. 

The results of a chi-square analysis 
using the median age of 78 is shown 
in table 4. The analyses yielded a chi- 
square of 1.54, which does not signifi- 
cantly differentiate these groups. The 
distribution of the ages of those persons 
dying while on the waiting list was in 
proportion to the age distribution of the 
entering population. (A comparison of 
the age distribution of those who died 
while on the waiting list with the age 
distribution of the population yielded a 
chi-square of 6.3—d. f. = 5—which does 
not significantly differentiate these two 
distributions.) 

Sex. Table 5 shows the average length 
of life in the institution at each age 
of admission for each sex. A two-tailed 
t test yielded a ¢ of 1.02, which does 
not differentiate these groups. Thus the 
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* Degree of freedom = | 


average life expectancy for men and 
women does not differ after admission. 


Discussion 


The results of this study suggest that 
early mortality upon entrance into a 
home for the aged does not show a 
1-to-1 correspondence with the physical 
status of the population. The negative 








Table 5 Mean life expectancy 
Admission Men Women 
age Mean years $.D.* Mean years S.D. 
66 25 1.73 6.6 6.35 
67 2.0 — 3.0 5.20 
68 7.8 7.50 2.6 1.51 
69 5.0 2.85 3.2 4.58 
70 73 6.30 10.1 7.27 
71 5.6 4.70 4.0 2.83 
72 3.4 2.50 7.0 5.00 
73 3.8 2.85 4.0 3.20 
74 35 3.09 4.2 3.70 
15 Zl 2.78 4.3 3.90 
76 5.0 5.20 3.0 4.80 
77 Bs 2.24 4.2 3.46 
78 3.3 2.76 3.3 3.65 
79 2.4 1.74 3.3 3.20 
80 3.6 2.50 3.8 2.90 
81 3.3 2.50 4.0 3.05 
82 4.0 1.58 3.0 2.50 
83 2.1 2.21 4.1 2.10 
84 3.3 2.81 eM | 3.40 
85 Be | 2.01 3.6 2.20 
86 3.7 243 2.6 2.28 
87 2.7 1.86 BT 2.04 
88 2.0 1.00 0.6 1.78 





* Standard deviation 











relationship between increasing age and 
rate of first-year mortality, the consid- 
erably lower death rate on the waiting 
list, and the stability of the first-year 
death rate in the face of increasing 
chronic admissions suggest that the cor- 
respondence between physical status 
and mortality is a highly complex one. 

It is beyond the scope of this study 
to present data that would materially 
aid in understanding this complex re- 
lation. However, the results of the 
study suggest that investigation of psy- 
chologic aspects of death can be a fruit- 
ful area for research. The notion that 
entrance into an old age home, or, for 
that matter, other types of institutions, 
is a stress to the individual is probably 
an easily acceptable and empirically 
demonstrable hypothesis, but we are 
woefully ignorant of the character of 
the stress for the individual entering 
such an institution. It would be inter- 
esting to identify those aspects of in- 
stitutional life which are destructive to 
the individual and those which are con- 
structive and to understand the _per- 
sonal meaning that institutionalization 
has for the individual about to enter it. 

Another potentially productive line 
of investigation involves studying an 
individual’s mode of adaptation to such 
an institution. It has often been noted 
clinically that certain types of patients 
react to institutionalization with an 
early death. If it can be shown that 
psychologic stress is a factor in early 
mortality, it would be useful to identify 


those among the population who “react 
to entrance into the home with death.’”’® 
The mere correlation of personality 
types and early or late mortality is not 
at issue; what is needed is a greater 
understanding of what differentiates 
those people who die early from those 
who die late. One is tempted to cite 
the adages “The good die young” or 
“He’s too mean to die” as, perhaps, 
products of common-sense clinical ob- 
servations of the same phenomena. 


The author wishes to express his appreciation to 
Mr. Jack Gold, director; Mr. Bernard Entman, 
assistant director; and Mrs. Genevieve Blumen- 
thal, chief social worker of the Orthodox Jewish 
Home for the Aged, for their helpfulness in fa- 
cilitating this research. 
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Controlled observations 


on clinical efficacy of 


isosorbide dinitrate 


Isosorbide dinitrate, a new anti- 
anginal drug, apparently causes 
significant improvement with 
minimal side effects in patients 
with effort or decubital angina. 


we Until very recently, medical treat- 
ment of the anginal syndrome has been 
difficult since there was no pharmaco- 
logic agent which combined the effec- 
tiveness of the short-acting nitroglyc- 
erin with a more prolonged activity. 
Claims to this effect had been made for 
a number of alkyl nitrites and nitrates— 
in particular, for certain hexitol anhy- 
drides and their nitrates, such as man- 
nide. However, only erythrityl tetrani- 
trate has retained some popularity. 
Recently, an isomer of mannide di- 
nitrate, isosorbide dinitrate (ISD)  (fig- 
ure I), was suggested for clinical trial 
on the basis of pharmacologic studies.!? 
These studies indicated that ISD had a 
slightly greater hypotensive effect in 
rabbits than equivalent doses of man- 
nide and, like the latter, increased cor- 
onary blood flow of the isolated and 
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perfused heart but with a lower thresh- 
old concentration and slightly greater 
potency. In hypertensive patients, a sig- 
nificant though slight drop in blood 
pressure was noted with single doses of 
20 mg. of ISD. This dose was noted to 
produce headache in nearly half the 
patients. In view of these encouraging 
data, it seemed worthwhile to us to ob- 
tain our own observations in patients 
with a typical anginal syndrome. 


Material and methods 


In order to make the testing as severe 
and objective as possible, we selected 
a group of 25 consecutive patients with 
well-documented healed myocardial in- 
farctions who were ambulatory but who 
had recurrent typical angina on effort 
and/or decubital angina with minimal 
functional overlay. Two additional pa- 
tients, with normal resting electrocar- 
diograms, were included in the study 
because they exhibited markedly abnor- 
electrocardiographic _ re- 
sponses on repeated testing. All patients 
were evaluated only after discharge from 
the hospital. Only those who were fully 
ambulatory and had typical effort an- 


mal _ exercise 





























COMPOUND FORMULA 
H2—O-NO 
GLYCERYL GHe : 
TRINITRATE CH — O-NO, 
(NITROGLYCERIN) CHp-O-NO» 
PENTAERYTHRITOL CHg-O-NOg 
TETRANITRATE NO,-O-CH, —C-CH,-O-NO, 
(PETN) PN 
2 2 
HeC —O-NOg 
ERYTHROL HC—O-NOg 
TETRANITRATE 
(ETN) HE—O-NOg 
H2C—O—NO2 
Sa 
HC-O-NOz 
ISOSORBIDE CH 
DINITRATE i 
(ISDN) Hc 
NO2-O-CH 
0 i 
u——_§— CH, 


Fig. 1. Antianginal drugs of the organic nitrate series. 


gina with or without decubital angina 
were considered for the study. 

We had originally considered the use 
of exercise electrocardiography in all 
patients who had had a myocardial in- 
farction at least six months before, as 
this method (Master’s 2-step or our own 
recumbent type of exercise*) had proved 
safe in our own experience as well as 
that of others.4:5 However, we aban- 
doned our original plan, mainly because 
previous observations had shown that 
exercise electrocardiograms reflected in- 
adequately the changing degrees of cor- 
onary insufficiency as affected by med- 
ical or surgical therapy.* They proved 
subject to the same vagaries as spon- 
taneously experienced attacks of angina, 
that is, the emotional state of the pa- 
tient, various endogenous factors which 
tend to influence coronary blood flow, 
and exogenous factors, such as environ- 
mental temperature. The small number 
of reproducible exercise electrocardio- 
graphic tests that could be expected did 
not warrant even the small risk of un- 
toward exercise tolerance. 

All patients were issued report cards, 
on which they were requested to note, 


at the end of each day, the number of 
short city blocks they had been able 
to walk without angina and the number 
of nitroglycerin tablets used for the re- 
lief of their attacks of effort and of 
decubital angina. 

Semiobjective methods. Although 
most patients had been known for some 
time previous to the tests and thus 
served as their own controls, allowance 
was made for the so-called rapport pe- 
riod,*8 and placebo therapy was used 
throughout the observation periods. The 
first regime consisted, almost without 
exception, of the administration of a 
placebo completely matching, in size, 
shape, and color, the ISD tablet. None 
of the patients ever became aware of 
the true nature of the particular med- 
ication used. 

We did not employ the double-blind 
technic, as the characteristic headache 
which occurred in several patients 
would soon have revealed the true drug. 
Also, we were concerned with the search 
for proper dosage, which is made very 
difficult, if not impossible, by this method 
of observation.? However, a crossover 
technic was used in many patients in 
order to further enhance the statistical 
value of the placebo technic. 

Objective methods. Electrocardio- 
grams were obtained serially in ali pa- 
tients not only at the time of change- 
over from the placebo to the ISD regime 
and vice versa but also whenever a 
change in the clinical course warranted. 
In addition, repeat exercise electrocardio- 
grams were obtained in the 2 patients 
with initial normal resting electrocardio- 
grams. 

Ballistocardiograms were obtained in- 
itially and serially in the same manner 
as the exercise electrocardiograms. It 
has been established that serial ballisto- 
cardiograms, aside from their value as 
objective parameters of the clinical re- 
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covery process after acute myocardial 
infarction, are also helpful in revealing 


the true nature of the anginoid symp- 
toms.19, 11 

In patients with normal resting bal- 
listocardiograms, smoking tests were 
used, as the latter are frequently ab- 
normal in coronary artery disease even 
when resting electrocardiograms, _ bal- 
listocardiograms, and exercise electro- 
cardiograms are normal. 

Plethysmographic evaluation of anti- 
anginal therapy was made of 10 pa- 
tients. Hirshleifer!? has shown, by 
plethysmography, that all drugs which 
possess antianginal effects, experimental- 
ly or in man, have also a dilatory effect 
upon the peripheral circulation. It 
therefore, in- 
terest to test the plethysmographic re- 


seemed, of considerable 
sponses to isosorbide dinitrate and to 
nitroglycerin and to attempt to correlate 
any variability in the plethysmographic 
responses with the clinical responses to 
these drugs and also with any side effects, 
such as headaches. 

Table 1 shows the composition of 
the patient material in terms of inci- 
dence of myocardial infarction, hyper- 
tension, diabetes mellitus, premature hy- 
percholesteremia, cardiac failure, cardi- 
ac enlargement, and anticoagulant treat- 
ment. All of these patients had been 
followed personally by the author, and 
the cardiac status and general person- 
ality make-up of each were well known. 
Only 2 of the 25 patients had a marked 
psychologic overlay, that is, a super- 
imposed or persistent anxiety state. In 
all, however, anginal episodes occurred 
in the classic manner on effort and were 
relieved by rest or nitroglycerin. In sev- 
eral patients, anginal episodes occurred 
also at rest but, again, were relieved by 
nitroglycerin. 

Duration of observation periods. 
Table 2 shows the periods of observa- 
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tion on placebo and ISD regimes. ‘The 
first placebo regime usually lasted about 
two weeks. The first drug regimen ex- 
ceeded four weeks in slightly more than 
half the patients and lasted fourteen 
to sixteen weeks in 2 patients. In 8 pa- 
tients, repeat placebo and drug regimens 
could be given. This second placebo 
period lasted from two to four weeks in 
6, and the ISD period exceeded four 
weeks in 6. In | patient, it lasted eight 
months. 

Variations in the duration of the place- 
bo and in the ISD periods were usually 
required to ensure maximum coopera- 
tion on the part of those patients who 














Table 1 Clinical profile of patients studied* 
— 
Time Duration 
Number since of Cholesterol J Diabetes 
Patient Age of last anginal exceeding | Mellitus 
infarct infarct syndrome 300 mg. % Fe 
F.B. 34 4 2 yrs. 3 yrs. yes gs 
J.D. 34 ] 2 yrs. 2 yrs. yes 7 
H.Kn. 38 ] 4 yrs. 4 yrs. yes wr 
H.L. 39 ] 6 mos. 10 mos. yes ie 
L.B. 4) ] 4 yrs. 8 yrs. yes er 
VA. 42 ] 1 yrs. 2 yrs. yes = 
My if 43 0 0 5 yrs. yes TE 
C.R. 43 ] undet. 1 yr. 0 “aay 
R.S 44 ] 8 yrs. 3 mos. yes — 
H.Kr. 50 2 13 yrs. 13 yrs. yes = 
JS. 56 1 7 yrs. 12 yrs. 0 "i 
D.S. 59 2 3 yrs. 4 yrs. yes a 
R.Go. 62 1 6 mos. 7 yrs. 0 ine 
P.D. 64 1 indet. 6 mos. 0 ec 
J.O'C. 64 2 8 yrs. 10 yrs. 0 7% 
a 64 2 2 yrs. 6 mos. 0 "= 
3:0'S. 65 ] 10 mos. 6 mos. 0 “a 
R.Ga. 65 1 undet. 3 yrs. 0 “|? 
N.C. 65 1 1\ yrs. 2 yrs. 0 as 
yas 65 1 6 wks. 2 yrs. 0 1 
A.R. 67 ] 13 yrs. 13 yrs. ae 


* Note in particular coronary features. 








found it difficult either to travel to the Table 2 Observation periods on isosorbide 
clinic or to take time off from their dinitrate (ISD) and placebo 


business or employment. 




















Number First Period Second Peroid 
R It of weeks Placebo ISD Placebo ISD 
esults 
Exercise tolerance. Of the total of 25 ia is ? ‘ ie 
° x ae . ‘s 2 
patients, 19 supplied information on a i 
P , . ° e ae 1 1 
their daily report cards with sufficient sis : 
a ‘ as ic ] 1 3 
regularity and reliability to be useful for 1° . 
further analysis. Table 3 and figure II 7° a . a vate 
contain data about the patients’ walk- bes ay i ce as 
4 3 5 : ‘ -14 — 1 nat it 
ing capacity during periods of placebo nite 
and of ISD treatment. A distinct im- oi as “7D a) 
ie = ae my) 1 
provement was observed in 74 per cent sie 
of this group. In a good third of these ®&™rths = — 7% id 
patients, the improvement consisted of Total 20 20 8 8 
a threefold increase in their walking 
Cholesterol Diabetes Hypertension Congestive Arterio- Exercise 
exceeding mellitus Diastolic Systolic failure sclerosis EKG Obesity Died Remarks 
300 mg. % obliterans 
ee be 
‘in a = eet aus sl <= Slight = 
yes 7 — re oo > mie Rath yes 
yes -— _— _— — —_ os Slight — 
yes ar =" sal ao Fis a ae, ps 
yes _ Labile Labile oe = — Marked —_ 
yes a, sig} a mos lng a ea ee 
yes 7 a4 ti) al r/ x. err ba 
0 — — -- —_— —_— — 0 yes 
yes _ Labile Labile — —_— Pos. Slight — 
yes ba: a a rat Hing a ia yes 

0 _ —_ —_— —- = a — -= Frequent episodes of 
prolonged coronary 
insufficiency 

yes _ — — — Mod - _ — 

0 - —- — Slight -—— — — -— 

0 _ Slight Slight = = = = a 

0 _ Slight Slight —- Slight —— — yes 

0 yes — — _ — — — — 

0 —_— — —, —_ — —_ = — —_ 

0 — — a Mod. — — —_ oe Also had aortic 
stenosis and aortic 
insufficiency 

P = a as ey ae = ae ea 

0 yes — — -= Slight a Slight —— Slight shoulder- 
hand syndrome 

yes — — — = Slight Pos. a —- Gout 
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Table 3 Increase in walking capacity (1.W.C.) 
during treatment with isosorbide 
dinitrate as compared with placebo 

1.W.C. Patients Percentage 
None 5 26 
Moderate 7 37 
Markedt 7 37 
Total 19 





up to and including double the amount of walking 
capacity over that noted during placebo period. 


threefold increase of walking capacity over that 
noted during placebo period 


capacity as measured in terms of short 
city blocks. 


Although the number of blocks 
walked without discomfort was averaged 
weekly, this walking ability showed 


slight to moderate variation from day 
to day, depending mainly on external 
factors, such as cold or wind. Variation 


in the emotional state of a few patients 


appreciably influenced their exercise 
tolerance. 
The improvement of exercise toler- 


ance did not diminish, even during pro- 


10 


BLOCKS WALKED 
+ 


CC 


1.S.D. 


Number at top of column represents number of patients 


Fig. 11. Walking capacity of 19 patients with effort 
angina during treatment with placebo and with iso- 
sorbide dinitrate (1.S.D.). Number at top of column 
represents number of patients. Note that 11, or 53 
per cent, of the patients walked 4 to !0 blocks while 
receiving |.S.D., whereas only 4, or 21 per cent, were 
able to walk 4 to 8 blocks while on the placebo 
regime. Note also that 10, or 52 per cent, were 
limited to a walk of less than 2 blocks while receiv- 
ing the placebo, whereas none of the patients had an 
anginal episode while walking 2 blocks during 1.S.D. 
treatment. 
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Patient A.R 
Fig. IIIl. Response in walking capacity and nitro- 
glycerin (NGL) requirement in patient (A.R.) with 


severe anginal syndrome during treatment with iso- 
sorbide dinitrate (ISD) and with placebo (P). Note 
parallel improvement in walking capacity and NGL 
requirement during ISD treatment as compared with 
placebo treatment. 


longed periods of observation. ‘This was 
particularly noteworthy in 1 patient, 
who obtained excellent relief during 2 
separate periods, each of approximately 
four months’ duration. 

Although it was considered most de- 
sirable to subject this group of patients 
to a second period of placebo and suc- 
ceeding isosorbide dinitrate medication, 
this was only possible in a small number 
of patients. A significant loss in walk- 
ing capacity occurred in all 8 patients 
of this group during the second place- 
bo regimen, followed again by marked im- 
provement during the subsequent ISD 
period. It seems futile to give percent- 
ages in view of the small size of this 
group. However, the over-all trend is 
obvious, as is shown in figures III and 
IV, which illustrate the response in in- 
dividual cases. 

Nitroglycerin 
amount of 


requirement. The 
nitroglycerin medication 
used during placebo and ISD periods 
could be ascertained in 21 patients 
(table 4 and figure V). Of this group, 
24 per cent failed to show any de- 
crease in nitroglycerin requirement dur- 
ing the ISD period as compared with 
the placebo period, 24 per cent needed 
only half the amount of nitroglycerin 
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Fig. 1V. Response to ISD and placebo in walking ca- 
pacity of patient (L.B.) with moderately severe an- 
ginal syndrome. 


tablets required during the placebo pe- 
riod, and the remaining 52 per cent 
needed only one-fourth the amount of 
nitroglycerin tablets required during the 
placebo period. Thus, a total of 76 per 
cent showed distinct to marked im- 
provement. This favorable change in 
nitroglycerin requirement was noted not 
only in regard to effort angina but also 
in cases of decubital angina. Of 6 pa- 
tients with decubital as well as effort 
angina, 4 showed marked reduction of 
the incidence of decubital attacks of 
angina; in the 2 remaining patients, 
attacks of decubital angina disappeared 
completely two to four weeks after in- 
stitution of ISD therapy. This is par- 
ticularly noteworthy in view of the more 
severe degree of coronary insufficiency 
associated with decubital angina. 

In the group of 8 patients under- 
going a second period of alternating 
placebo and ISD therapy, the trend of 
response remained the same as during 
the first period. The nitroglycerin re- 
quirement frequently varied from day 
to day, as did the walking capacity. As 
in the latter case, many factors were 
responsible—most commonly  environ- 
mental ones, such as cold, humidity, and 


Table 4 Nitroglycerin (NGL) requirement during 
treatment with isosorbide dinitrate 
as compared with placebo period 











NGL decrease Patients Percentage 
None* 5 24 
Moderatet 5 24 
Markedt 11 52 
Total 21 





of number of 
NGL tablets 
required during 
placebo period 


* less than 25 per cent reduction ) 
+ 25 to 50 per cent reduction - 
t 75 per cent and more reduction 


wind, and also emotional stress. In some 
instances, occult changes in the coro- 
nary circulation had to be incriminated 
because of the lack of concomitant 
changes in the electro- and _ballistocar- 
diograms. 

The reduced need for nitroglycerin 
experienced during the ISD regime per- 
sisted throughout the entire period of 
observation. No occurrence of tolerance 
was noted even in the few instances in 
which the drug was used over an ex- 
tended period of time (four to eight 
months). 

Dosage and mode of administration. 


o 


Oo 
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5-2! | N 
2 
F WN 
PLACEBO 
Number of top of column represents number of patients 
Fig. V. Average daily nitroglycerin (NGL) require- 


ment in 21 patients during treatments with placebo 
and isosorbide dinitrate (1.S.D.). Number at top of 
column represents number of patients. Note that 
only 5, or 24 per cent, of the patients required less 
than 4 NGL tablets daily during the placebo regime, 
whereas this dose was satisfactory for 15, or 71 per 
cent, during the 1|.S.D. regime. Note also that 14, or 
67 per cent, of the patients required 5 to 16 NGL 
tablets daily during the placebo regime, whereas 
only 4, or 19 per cent, needed this amount during 
the 1.S.D. regime, and 2 of the 4 required less than 
6 NGL tablets. 
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Single doses of 10 mg. of ISD three to 
four times daily were used in the vast 
majority of patients. In 2 instances, a 
single dose of 20 mg. led to improve- 
ment after the failure of 10-mg. doses. 
In one instance in which a single dose 
of 10 mg. four times a day failed to 
benefit the patient and 20 mg. four 
times a day caused severe headache, a 
regime of 15 mg. four times a day re- 
sulted in excellent improvement asso- 
ciated with only mild headache, which 
disappeared gradually during the treat- 
ment period. Sublingual administration 
of 2.5 mg. of ISD was employed in 3 
patients but did not prove superior to 
the oral administration. In several pa- 
tients, the use of 40 mg. sustained action 
ISD, which became available toward the 
end of our study, yielded better results 
than any other form or dosage. This 
aspect of our clinical investigation is 
being expanded to evaluate further 2 
points: (1) the use of increasing doses 
to the point of appearance of head- 
aches and (2) the indication for and 
results from the use of the 40-mg., sus- 
tained-action type of ISD. 

Side effects. A pharmacodynamically 
active nitrate may be expected to cause 
headache in some patients. This occur- 
red in 7 of 25 patients, or 28 per cent. 
The headache was of variable severity 
but made continued therapy with the 
drug impossible in only | patient, who 
had a similar intolerance to nitroglyc- 
erin and sublingual erythritol tetrani- 
trate (Cardilate).1* This patient had 
typical, severe effort angina, with a nor- 
mal resting but a markedly abnormal 
exercise electrocardiogram. 

Headache was of moderate intensity, 
requiring aspirin, in 3 patients but di- 
minished greatly in all with continua- 
tion of therapy. In the remaining 3 pa- 
tients, headache was slight. It was pres- 
ent only initially in 2 but recurred at 


526 


GERIATRICS, OCTOBER 1961 





irregular intervals in the third patient. 
None of these patients developed head- 
ache during the placebo regime. 
Tolerance. No tolerance appeared to 
develop in any of the patients treated. 
Although our observation periods have 
not been extensive except in 2 instances, 
we do not consider this a drawback 
for the evaluation of our data. Long 
periods of observation—extending to 
one year or more—do not necessarily 
enhance the therapeutic evaluation of 
an antianginal drug, considering how 
marked are the fluctuations in the nat- 
ural course of the anginal syndrome. 
In the 2 instances in which patients 
were allowed to continue the use of 
ISD for six to eight months, no tolerance 
to the drug was observed. 
Electrocardiographic observations. 
Serial electrocardiograms obtained at the 
end of the placebo regime and on sev- 
eral occasions during the period of ISD 
therapy failed to reveal any changes of 
clinical significance, regardless of the 
clinical response obtained. This lack of 
correlation does not invalidate the clin- 
ical observation of therapeutic efficacy, 
as there is a similar lack of correlation 
between electrocardiograms and the nat- 
ural course of the anginal syndrome. 
Only when electrocardiograms obtained 
during an actual attack of angina re- 
main unchanged may the coronary ori- 
gin of the attack of pain be doubted. 
Ballistocardiographic observations. Of 
the total of 25 patients, 4 had normal 
initial ballistocardiograms. The remain- 
der exhibited moderate to marked ab- 
normalities, consisting of abnormal H 
or L waves, often marked respiratory 
changes of the amplitude, and a re- 
versed ratio of the IJ and JK strokes. 
None of the patients with initial nor- 
mal ballistocardiograms developed ab- 
normalities in the course of observa- 
tions on either the placebo or ISD re- 














PL (ca f) 
t 
at, af 
BCG yi yj 
BEFORE 
A 
—_— . SK Alon 
NaN iN ee 
Pi institorsa dE 
ST 





gime. It is of interest that one of these 
patients had severely incapacitating cor- 
onary artery disease, with multiple 
healed myocardial infarctions (proved 
in the course of a later surgical pro- 
cedure). Although reacting typically to 
nitroglycerin, he was resistant not only 
to ISD but also to sublingual erythrityl 
tetranitrate, heavy sedation, large doses 
of monamine oxidase inhibitors, and 
Beck J procedure. He required 16 to 
18 nitroglycerin tablets in order to be 
able to engage in minimal activity. 

None of the patients with initial ab- 
normal ballistocardiograms showed any 
improvement during the placebo or ISD 
regime, although many of these patients 
experienced .considerable improvement 
in walking capacity and nitroglycerin 
requirement during the latter. In a few 
patients, the ballistocardiogram showed 
distinct but temporary improvement 
after the administration of 10 mg. of ISD 
(figure VI). These observations appear 





Fig. VI. Simultaneous ballistocardiograms (BCG) and 
plethysmograms (PLg) obtained before and after 10 
mg. of ISD. BCG’s shown here were obtained at end 
of expiratory phase. PLg’s were right- and left-sided 
(R and L, respectively) tracings of the calf [A], meta- 
tarsal [B], and big toe [C] regions. Note apparent 
normalization of BCG after ISD, with relative in- 
crease of IJ and JK strokes and with H wave be- 
coming lower than J wave. Increase of pulse volume 
is noted in all 3 regions examined but appears most 
marked in calf and metatarsal areas. Left big toe 
is least affected. BCG change preceded PLg change 
in calf region but coincided with those of metatarsal 
and big toe regions. 


contrary to those of others who have 
demonstrated excellent correlation be- 
tween the functional state after recovery 
from acute myocardial infarction and 
ballistocardiographic findings. While we, 
too, have made similar observations, we 
have also encountered a _ considerable 
number of instances in which such cor- 
relation was entirely absent. The most 
likely cause for this lies in the fact 
that the ballistocardiogram is usually 
obtained only in one plane, the head- 
foot axis, when, particularly in the old- 
er age group, an entirely different and 
often quite normal pattern is obtained 
in the lateral plane." 

Plethysmographic observations. Elec- 
trical plethysmograms utilizing the 
Brecht-Boucke apparatus were obtained 
for 10 patients. Bilateral simultaneous 
tracings of the pulse volume in the calf, 
metatarsal, and big toe regions were re- 
corded at rest and after ingestion of 
0.04 mg. of nitroglycerin, 10 mg. of 


527 


GERIATRICS, OCTOGER 1961 





isosorbide dinitrate, and the matching 
placebo tablet. Marked increases of the 
amplitudes were obtained in 8 of 
10 patients given ISD. This most fre- 
quently affected both the metatarsal and 
big toe pulse volumes but also, in many 
cases, the calf region. The response was 
similar to that of nitroglycerin but with 
a later onset and much more prolonged 
activity (figure VI) . 


Conclusions and summary 


Twenty-five patients with an anginal 
syndrome recurring after myocardial in- 
farction and 2 patients with typical ef- 
fort angina, normal resting electrocar- 
diograms, and abnormal exercise elec- 
trocardiograms and resting ballistocar- 
diograms were treated with a new anti- 
anginal drug, isosorbide dinitrate. Meth- 
ods of evaluation included placebo med- 
ication, a daily report card system, serial 
electrocardiograms (at rest and after ex- 
ercise) , and ballistocardiograms. In ad- 
dition, the effect of this nitrate upon 
the plethysmographically recorded pulse 
volume was studied in 10 patients. 

Exercise tolerance, as measured in 
short city blocks of walking, improved 
significantly in 74 per cent of 19 pa- 
tients; improvement was marked in half 
of these. 

Similarly, the need for nitroglycerin 
was reduced in 76 per cent of 21 pa- 
tients significantly and in 52 per cent 
to a marked degree. This improvement 
was encountered in cases of both effort 
and decubital angina. 

Headaches occurred in 28 per cent 
of the patients. It was rarely severe 
enough to interfere with treatment and 
tended to wear off with continuation 
of treatment and/or adjustment of dos- 
age. 

No tolerance was encountered. No 
improvement of serial resting electro- 
cardiograms or ballistocardiograms was 


528 


GERIATRICS, OGTOGER 1961 





noted, even in patients whose symptoms 
improved markedly. However, the bal- 
listocardiogram may improve signifi- 
cantly immediately after the adminis- 
tration of ISD. 

Considerable increase in _ peripheral 
pulse volume of the lower extremities 
occurred after a dose of 10 mg. of ISD. 

Although we are cognizant of the 
small number of patients observed and 
the preliminary nature of this study, 
we consider isosorbide dinitrate a val- 
uable addition to the management of 
patients with anginal symptoms. More 
extensive studies, involving a_ larger 
series of patients, observations of grad- 
uated administration of ISD, and the 
use of sustained-action ISD tablets, are 
in progress. 

Addendum. Since completion of this 
manuscript, the reports of Shapiro, 
Leslie,!6 and Sherber and Gelb’? have 
appeared attesting to the favorable ef- 
fect of ISD upon the anginal syndrome. 


The author wishes to thank Dr. Richard Jolly 
and Mr. M. J. Maiese of Ives-Cameron Company 
for making isosorbide dinitrate (Isordil), in 
various dosage forms, and matching placebo 
tablets available for this study. 
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IMMOBILIZATION AFTER SURGERY constitutes a major cause of psychosis 
in elderly persons. Hospital isolation and inactivity also contribute to 
psychic disturbances., Predisposing factors include preoperative evi- 
dence of psychic vulnerability, senility, and cerebral damage. Various 
degrees of cerebral anoxia caused by metabolic disturbances, such as 
malnutrition, uremia, anemia, and electrolyte imbalance, or by the 
administration of sedatives and narcotics render the elderly patient 
particularly vulnerable to psychiatric complications. 

The onset during the first postoperative week may be abrupt or 
insidious. Excessive restlessness, apprehension, and insomnia are pre- 
monitory signs. Confusion, disorientation, acute anxiety, and hyper- 
kinetic states are evident during the acute brain syndrome. Speech 
may be slurred and incoherent, and sweating, tachycardia, and tachy- 
pnea are seen during episodes of agitation. All symptoms are worse 
during the night. The intensity of the psychosis fluctuates and lucid 
intervals are common. 

Prevention is achieved by adequate preoperative preparation and 
meticulous postoperative care. Anemia and fluid-electrolyte imbalance 
should be corrected, narcotics and sadatives used judiciously, and 
isolation and immobilization severely limited. 

Patients in whom postoperative psychoses develop require con- 
tinual, close supervision by a special attendant to prevent accidents. 
In severe cases, restraints and the use of drugs may be necessary. 
Promazine and chlorpromazine are often effective in alleviating acute 
anxiety. 

The prognosis is good, most disturbances clearing within a few 
weeks. In the presence of persistent provoking factors, irreversible 
mental changes may develop. Recurrénce following subsequent sur- 
gery is not infrequent. 


J. scott: Postoperative psychosis in the aged. Am. J. Surg. 100: 38-42, 1960. 
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Aging and religion 





HAROLD L. ORBACH 


Assistant director, Inter-university 
Training Institute in Social Gerontology, 
University of Michigan, Ann Arbor 


A study of church attendance 


in the Detroit metropolitan area 


There is no adequate proof to 
substantiate the view that peo- 
ple become more religious as 
they age. Studies of the relation- 
ship between age and religion 
do not support this common 
view and suggest that older peo- 
ple’s religious behavior is a func- 
tion of more direct social and 
cultural factors. 


> It is a rather common part of con- 
temporary folklore that older people are 
more religious than others in the popu- 
lation and that there is a turning to 
religion in old age. Like so many 
other articles deriving from the vague 
recesses of folklore, this is generally 
more assumed than demonstrated. The 
rationale behind this view usually in- 
volves some sort of overt or covert allu- 
sion to the problems of death and im- 
mortality which more directly confront 
the elders of any group. Besides this, 
the conception of the elderly as the cus- 
todians and guardians of the traditional 
values of society and its institutional 
framework is so firmly embedded in our 
cultural heritage that it seems natural to 
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consider the aged more concerned with 
and positively oriented toward religion 
than other age groups. 

Sociologically, however, there are 
good grounds for casting doubt on such 
a view. First, historically, religion has 
variously been a dominant and a sub- 
sidiary force in society. It would seem 
that its appeal and attachment to differ- 
ent age groups would consequently de- 
pend upon the nature of its societal role. 
Second, the organization of religious 
bodies historically has involved a rather 
complete set of social roles and relation- 
ships for all age groups. Within this or- 
ganizational structure, it would appear 
that a central concern of all religions 
has been the proper socialization of the 
young and maturing members of a given 
society, since the future of any such in- 
stitution lies with the young. 

In our own youth-centered society, the 
recognition of this fact is quite clear, 
and ‘a major complaint of recent years, 
which has given rise to a good deal of 
study and consideration, has been that 
the churches have not made proper ef- 
forts on behalf of their older members 
—indeed, that they have failed to con- 
sider the elderly because of their youth 
centeredness.! 














Relationship of age and religion 


When one turns to the scientific litera- 
ture bearing on the relationship of age 
and religion, the relative paucity of em- 
pirical studies is striking. For the most 
part, the major concern has been with 
the religious experience of youth and 
adolescence.? Until quite recently, there 
has been no systematic scientific study 
of this question. This can be traced to 
the relative youth of both the scientific 
study of religious behavior and the field 
of social gerontology. For example, an 
analysis of over 24,000 churchgoers in 
a midwestern city in 1949 and a study 
of social correlates of religious interest 
in 1953 both considered a host of factors 
potentially related to religious behavior, 
such as sex, education, and income, but 
neglected age.*:4 

It is not surprising then to find Joa- 
chim Wach,5 in his classic Sociology of 
Religion, state: 


As far as is known to us, there are no satis- 
factory systematic and comparative studies in 
primitive and oriental religions on the effect 
of age differences in religious attitudes and 
beliefs. It is very likely that in all 
societies the decisive religious experiences 
and creative impulses occur, as a rule, in 
younger years, whereas the dominant role 
in organized religion is played by older 
people. It is the elderly who are the back- 
bone of conservatism and traditionalism in 
the religious life of a people; it is they who 
since time immemorial have been the official 
and unofficial guardians of the heritage of 
the fathers. The history and psychology of 
conversions, on the other hand, tell of far 
reaching changes in religious outlooks and 
original religious experiences even in the 
earlier and, less frequently, more advanced 
stages of life. 


The history of the world’s great re- 
ligions reveals that their charismatic 
founders have been almost without ex- 
ception young, and that the control of 











religions has passed into the hands of 
the elderly through the processes of rou- 
tinization and bureaucracy as institutions 
arose to replace the loose associations 
of leader and followers. Perhaps one 
source of the conception of the aged as 
religiously inclined also derives from an 
easy identification of an entire age strata 
with the prominence of some of its mem- 
bers in positions of institutional authori- 
ty. It should be noted, however, that the 
dominance of the aged in the institution- 
al forms of religious behavior has not 
changed the images of the gods and holy 
figures of most religions from young 
and youthful to old or aged. 

Systematic study of the phenomena of 
religious conversion has shown that the 
most intense periods of religious feeling 
and concern culminating in intense pre- 
occupation with religious belief and re- 
ligious conversion are associated with 
youth and adolescence.* This is consist- 
ent with other experimental studies 
showing the period of the teens as the 
time of most rapid religious develop- 
ment and change.7§ In the light of this, 
let us turn to the evidence dealing with 
the later years. 

Two recent surveys of research con- 
cerned with religious behavior, by Argyle 
and by Glock, have both concluded that 
older people show a greater interest in 
and concern for religion. 1° While 
Argyle cites a number of studies support- 
ing this view, Glock does not, presumably 
appealing to general knowledge. It is 
quite clear that some studies have tended 
to show an increasing concern with and 
participation in religious activities by 
older people.1'§ A few of these have 
gone so far as to infer a steady increase 
in religiosity from middle age through 
old age. All of the studies cited, however, 
except for that by Cavan and her associ- 
ates, which deals entirely with the aged, 
have indicated the peak of religious be- 
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havior, usually measured by church at- 
tendance, as occurring in the teens, drop- 
ping thereafter, and commencing some- 
time in middle age to rise again to an 
approximately equal peak in old age. 
Furthermore, both Fichter and Schuyler, 
dealing with Roman Catholic parishes, 
have rejected age as the significant factor 
in the increase in later years. For both, 
the crucial variable is the: institutional 
patterns governing the religious role, an 
explicitly cultural explanation. Schuyler 
notes that age has not produced similar 
effects in France, where religious practice 
in general is at a very low level. 

On the other hand, several recent stud- 
ies of problems of aging have produced 
data on the religious activity of older 
people which indicate no change or, 
more often, a decrease rather than an 
increase in the later years.16-*4 

Probably the most far-reaching sur- 
vey on religious behavior in this country 
to date has been the study sponsored by 
the Catholic Digest. A national sample 
was taken by an independent polling 
organization, and the results were pub- 
lished in the magazine in a series of 
reports in 1952 and 1953. Religious ob- 
servance was cross-tabulated with age in 
ten-year intervals from the 18 to 24 age 
group to the 65 and over group. The 
resulting table showed no significant dif- 
ferences in the rates of regular weekly 
attendance. The highest rate was 34 per 
cent for ages 18 to 24, and the lowest 
was 30 per cent for ages 35 to 44. Ages 
25 to 34 and 45 to 54 had a rate of 32 
per cent, and ages 55 to 64 and 65 and 
over had rates of 31 per cent. The only 
significant differential was the fact that 
nonattendance rose from 30 per cent in 
the 18 to 24 age group to 32 per cent in 
the 55 to 64 age group, then jumped to 
42 per cent in the 65 and over group. 
The study did not interpret any other 
findings in terms of age categories. 
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Of interest, too, is the fact that the 
Bureau of the Census study of religion 
taken in 1957 showed 3 per cent of those 
over 65 reporting no religion compared 
to an average of 2.7 per cent for all 
ages 14 and over. The lowest per cent 
reporting no religion was 2.1 for the 14 
to 19-year-old group while the 20 to 24 
and the 65 and over groups reported the 
highest percentages.26 Although these 
differences are not statistically signifi- 
cant, they indicate a trend opposite to 
that commonly assumed. 

Finally, two recent studies by Albrecht 
and by Barron have explicitly addressed 
themselves to the question of the rela- 
tionship of age and religion.27.?8 Both 
concur in finding no support for the as- 
sumption that religious belief and prac- 
tice increase with age. Albrecht’s study 
involved a scientifically selected sample 
of 404 families in 7 eastern Alabama 
counties. Using a family-cycle form of 
analysis, she found attendance increased 
among married couples after the birth 
of children, reached a peak when the 
children were over 10 years of age, and 
declined among older childless couples 
and couples whose children had left 
home. Barron analyzed a sample of 496 
persons between the ages of 30 and 65 in 
New York City with regard to religious 
practices and attitudes. While he found 
some slight indications of an intensifica- 
tion of inner religiosity in old age, there 
was no sign of an increase in religious 
practice. His general conclusion was that 
most people simply persist in the re- 
ligious patterns established early in life. 
It should be noted that this sample was 
preponderantly female and Jewish in re- 
ligious preference. 

Barron, more than any other writer 
on this topic, has attempted to put the 
“theory of religion and aging” into sci- 
entific terms. He lists 4 major functions 
of religion in old age, on the basis of 














which it can be assumed that religion 
has a gerontologic function to fulfill. 
These can be viewed as the grounds for 
expecting older people to evidence in- 
creased religious activity. Barron’s 4 re- 
ligious functions are: (1) to help face 
impending death, (2) to help find and 
maintain a meaning for life, (3) to help 
accept the inevitable losses of old age, 
and (4) to help discover and utilize the 
compensatory values that are potential 
in old age. 

It should be clear that presupposing 
the acceptance of such a set of functions 
requires an attitude supporting or belief 
in the basic tenets of religion on the 
part of the older person, allowing him to 
consider religion as a suitable institu- 
tional source for the solution of these 
social role problems. 

Two major issues stand out with re- 
gard to the studies and data previously 
discussed. The first is a conceptual dis- 
tinction which has not been clearly rec- 
ognized. There are two separate hypoth- 
eses involved in the discussions of the 
relationship of age and religion. The 
first is simply the claim that old age is 
a period of heightened interest in reli- 
gion, that is, that people become more 
religious at this period of life and thus 
the extent of religious behavior equals 
or surpasses that of other age periods. 
The second is the question of whether 
there is a consistent relationship be- 
tween chronologic age as a variable and 
religious behavior. 

The distinction is clearly seen when 
we consider that it could be the case that 
old age is in fact a period of heightened 
religiosity, and yet, at the same time, it 
could also be the case that religiosity 
does not increase as a function of chrono- 
logic age. This would be entirely con- 
sistent with the view that it is not until 


the drama of the human life span reaches 
a climactic state that the confrontation 









with man’s fate becomes acute. On the 
other hand, a consistent increase in re- 
ligiosity with age would support a view 
suggesting a gradual and growing con- 
cern with the problem of old age, death, 
and the future. 

The second issue relates to the nature 
of the research that has been done. With 
a few notable exceptions, the studies 
have not been based on scientifically se- 
lected samples. A large number of them 
have dealt exclusively with older people, 
so that their results are of value only in 
considering the hypothesis of increased 
religiosity in old age. Of greatest con- 
cern is the fact that the research dealing 
with age and religion has dealt ex- 
clusively in terms of the relationship be- 
tween two variables, such as age and at- 
tendance, and has failed to control and 
analyze the relevance of other factors, 
with the exception of sex. The result is a 
series of one-dimensional descriptions. 
There have been no multivariate analy- 
ses controlling relevant sociologic vari- 
ables, such as religious denomination, 
race, education, and income, which have 
sampled representative cross-sections of 
the entire age span of the adult with re- 
gard to religious behavior and attitudes. 
The lack of such studies has made it 
difficult to assess the relevance of chron- 
ologic age as a variable. 

The major purpose of the present 
study was to help fill some of the em- 
pirical gaps in our knowledge of the 
relationship of age and religious behav- 
ior through such a multivariate analysis. 
The data present an opportunity to test 
the ‘twin hypotheses of increased religi- 
osity in old age and a general growth of 
religiosity with increasing age. 


Data and methodology 


The study population consisted of a 
cross-section of 6,911 adults aged 21 and 
over residing in the Detroit metropoli- 
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tan area. They represented a pooled 
sample of the University of Michigan’s 


the years 1952 


/ 


Detroit Area Study for 
through 1957. Each of these yearly sur- 
veys is a three-stage area-probability 
sample designed to accurately indicate 
the character of the sample universe.* 

Religiosity in the present study has 
been measured objectively by the extent 
of church attendance. While objective 
criteria, such as attendance, cannot re- 
place study of the area of religious be- 
liefs and attitudinal changes or approxi- 
mate the subjective aspect of inner reli- 
gious feelings, participation in religious 
bodies through attendance and involve- 
ment in ceremonial worship is perhaps 
the most crucial and sensitive indicator 
of overt religiosity. 

Certainly, all of the religions in our 
culture place a strong emphasis on reg- 
ular attendance at religious services as 
the sine qua non of the religious person, 
and conformance with the norms of at- 
tendance serves to indicate the individ- 
ual’s acceptance of the social, if not at 
the same time the religious, role expec- 
tancies of his faith. The central charac- 
ter of organized worship is emphasized 
by Gerth and Mills:?° 

By “religious order” . we refer to all 
those institutions in which men organize 
the collective worship of God or gods at 
regular occasions and at fixed places. 

Support for the importance of attend- 
ance as a key to religiosity has been 
given in a study of religious attitudes 
and behavior by Welford,?° who found 
that the logarithm 


of frequency of 


*For a full description of the procedures and methods 
of the Detroit Area Study and a comparison of the 
sample characteristics with Census characteristics of the 
area population, see A Social Profile of Detroit, the 
yearly report of the Detroit Area Study, Ann Arbor: 
Detroit Area Study, 1952- to date. The 1953 study could 
not be included in the present sample because the 
relevant item on religious attendance was not in- 
cluded that year. The 6,911 cases are slightly more than 
97 per cent of the total pooled sample for the given 
years and consist of the respondent and all other adult 
members of the respondent’s household for whom in- 
formation on attendance was obtained. 
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church attendance was linearly related 
to and had the highest average correla- 
tion with other criteria of religious atti- 
tudes and behavior. Also, a factor analy- 
sis of various indexes of religiosity 
showed that frequency of attendance 
was the closest to the general factor. So- 
ciologically, attendance assumes even 
more importance as a critical index of 
institutional adherence. When compared 
with the beliefs and practices of the 
members of religious bodies, attendance 
can provide a means for sifting, as Sim- 
mel®! put it, that which may be the 
purely religious from the social aspects 
of religious behavior. The sociologist is, 
naturally, vitally interested in both 
these aspects of religious behavior and 
in their interrelationship in differing so- 
cial contexts. 

In the present study, respondents char- 
acterized the extent of church attend- 
ance on a 5-point scale ranging from 
once a week to never. Frequency of at- 
tendance was tabulated for all ages 21 
and over in five-year intervals. Analysis 
of the resulting distributions failed to 
show any general trend in attendance 
with age or an indication of an increase 
in religiosity in the later years. For the 
most part, the data suggested a picture 
of a rather consistent or level plateau 
through the adult years. Table 1 sum- 
marizes the relevant data comparing the 
trend of weekly attendance with non- 
attendance. 

The relatively high rate of regular 
weekly attendance maintained in the 
later years is interesting. When consid- 
ered together with the high rates of non- 
attendance which appear after age 70, 
there is a suggestion of a polarizing 
effect wherein the “casual” and ‘“cur- 
sory” churchgoers tend to give way to a 
dichotomy of regular churchgoers and 
nonattenders. 

On the basis of these data, it appears 














Age, sex, and religious attendance in the Detroit area 








bacdle (percentage distribution) 
Frequency of Attendance 

ba Once a week Never 

Men Women Total Men Women Total 
21-25 39.3 45.2 43.0 ae 8.5 9.5 
26-29 45.5 46.6 46.1 tory, hed 10.6 
30-34 40.8 49.2 45.4 14.9 6.7 10.5 
35-39 38.5 50.3 44.8 12.8 10.2 11.4 
40-44 41.3 JO<2 48.5 12.4 3.1 8.8 
45-49 38.4 54.6 46.5 13.1 5,2 93 
50-54 40.5 “30:9 46.1 20.1 50 12.1 
55-59 40.5 53.6 46.2 14.5 ta FES 
60-64 40.6 Sut 48.7 15.7 7.) 11.6 
65-69 44.1 ae: 49.1 11.8 Lie 9.3 
70-74 42.3 ot Pa 47.3 16.7 12.6 14.5 
75-79 32.4 55.6 45.1 21.6 22.2 21.9 
80-84 43.8 42.1 42.9 37:5 10.5 22.9 























that, on a general level, chronologic age 
per se is not related to changes in reli- 
gious behavior in any consistent fashion 
and that there is no evidence to support 
the hypothesis of a heightened concern 
with religion in old age. The parallel 
hypotheses both fail to receive corrob- 
oration. 


Problems of cross-section analysis 


Two sets of problems arise in connection 
with this type of analysis. First, because 
of the logical limitations of cross-sec- 
tional data, one cannot conclude that 
there have not been increases in the reli- 
gious participation of the various age 
groups throughout their life span. While 
the plateau-like result that is obtained 
argues against such a possibility, only a 
longitudinal study can corroborate this 
specific point. On the other hand, it 
should be recognized that longitudinal 
studies also have similar limitations. 


Age changes in one historic period need 
not be identical with those of another 
period, so that generalization across gen- 
erations is also questionable. 

Second, as previously noted, bivariate 
analyses fail to present a full portrait of 
the relationships in a given situation and 
may, through various forms of spurious- 
ness and the omission of underlying dy- 
namics, foster a misleading view.? Mul- 
tivariate analysis, in addition to correct- 
ing these deficiencies, can also increase 
the utility of cross-sectional data. While 
one cannot test and confirm any specific 
hypothesis concerning a general rela- 
tionship between age and some other 
variable, such as religiosity, with cross- 
sectional data because of the longitudi- 
nal problem, one can effectively dis- 
confirm the existence of such a relation- 
ship. Thus, regardless of a finding of a 
general relationship at the gross descrip- 
tive level of bivariate cross-tabulation, 
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at the level of multivariate analysis, the 
existence of similar relationships within 
the control groups, indicating the per- 
sistence of the general relationship, is 
required as a necessary but not sufficient 
condition for its corroboration. This cor- 
rects for the spuriousness due to corre- 
lated biases. Failure to fulfill this neces- 
sary condition can allow us to reject 
an hypothesis asserting a general rela- 
tionship, since, regardless of longitudi- 
nal changes, the same effect should be 
exhibited in the different control groups. 

In the present case, not having found 
evidence for a gross general relationship 
between age and religiosity, the introduc- 
tion of multivariate analysis leads us to 
expect a set of independent mixed re- 
lationships in the control groups rather 
than similar trends. To facilitate this 
analysis and to provide more manage- 
able categories for further analysis, the 





strata. These groupings, ages 21 to 39, 
40 to 59, 60 to 74, and 75 and over, 
were designed to represent youth, mid- 
dle age, maturity, and old age. Table 2 
indicates the relationships of age, sex, 
and religious attendance resulting from 
this procedure. 

Again, the most striking feature was 
the fairly constant rate of church attend- 
ance for the groupings. While there 
were some indications of a trend toward 
increased attendance with age for wom- 
en, the peak period was in maturity 
rather than old age, considering only 
weekly attendance or, in middle age, if 
we also consider semimonthly attend- 
ance. It was also notable that there was 
no difference in attendance between 
middle age and maturity for either sex. 
The other most obvious feature was the 
large increment in nonattendance among 
the old age group. A chi-square test of 

















age groups were combined into 4 age the sex-combined first three groups 
Age, sex, and religious attendance in the Detroit area 
Table 2 east gaye 
(percentage distribution) 
Frequency of Attendance 
_ | Oncea Twice a Once a A few times a N ve 
| week month month year or less se rel re: 
—_—_——__| P wey 
21-39 years | 44.9 12.1 8.2 24.1 10.7 3,402 
Men | 41.1 ‘1.3 c ped 26.7 2.9 1,542 
Women | 48.1 izZ7 9.0 22.0 8.2 1,860 
40-59 years 47.1 12.9 7.8 22.2 10.0 2,510 
Men 40.4 10.7 7.6 27:0 14.3 1,268 
Women 53.9 1534 8.1 le B23 5.6 1,242 
60-74 years | 48.7 10.3 8.5 21.2 11.3 855 
Men | 42.0 9.3 8.3 25.9 14.5 421 
Women 55.1 113 8.7 16.6 8.3 434 
75 yearsandoverl 41.7 «| 113 23 18.9 25.8 132 
Men | 34.6 9.1 3.6 25.4 Zine Sy) 
Women | 46.7 13.0 3 14.3 24.7 cB 
Tool 486| = 460 12.1 8.0 229 10.9 69118 
Men 40.8 10.8 7.4 26.7 14.3 3,290* 
Women 50.8 13.4 8.5 19.6 359. 3,621* 























*Includes those for whom age was not ascertained. 
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Religion, sex, and church attendance in the Detroit area 








Tolle 3 (percentage distribution) 
ies Frequency of Attendance 
Religious 0 ea 6 Pe 
Pref nce a wice a nce a ew times a 
paniaaend week month month year or less Never Number 
Catholic 72.4 6.8 4.0 11.8 5.0 2,430 
Male 66.8 7.0 4.7 14.8 6.7 1,159 
Femal2 WS 6.7 35 9.0 3.4 ee 
Protestant 34.3 16.0 10.2 28.0 11.5 3,922 
Male 29.1 13.9 9.2 32.9 14.9 1,806 
Female 38.8 17.8 UT 23.8 8.5 2,116 
Jewish 12.0 7.8 13.0 55.7 11.5 192 
Male 12.8 8.5 12.8 55.3 10.6 94 
Female 2 4s 13.3 56.1 12:2 98 
Other 26.9 14.2 14.9 33.6 10.4 134 
Male 28.4 8.1 i 36.5 isi 74 
Female 25.0 DAA 16.7 30.0 6.7 60 
None 4.6 3.1 1.6 20.6 70.1 194 
Male 35 4.3 Pf 19.2 72.3 141 
Female te - 3.8 24.5 64.1 53 
Not Ascertained 25.6 10.3 12.8 23.1 28.2 39 
Male 25.0 125 6.3 31.3 25.6 16 
Female 26.1 8.7 17.4 17.4 30.4 23 


























yielded a nonsignificant probability val- 
ue (p > .2), while a chi-square of the 
entire table yielded a p below .001. This 
strong indication of decline in attend- 
ance is undoubtedly partly the result of 
the effect of age on physical health. 


Social factors in religious behavior 

Research in the socioiogy of religion has 
revealed a number of significant social 
variables as important role-differentiat- 
ing factors in religious behavior.*:!° Of 
these, the most directly relevant in our 
culture are religious preference, sex, 
and race. Tables 3, 4, and 5 present the 
results of multivariate analysis incorpo- 
rating these as control variables. Table 
3 indicates the extent to which religious 
preference differences can influence the 
total picture of any community’s reli- 
gious practice. Examination of tables 4 


and 5 fails to reveal a consistent rela- 
tionship between age and religious prac- 
tice. Among Protestants, only Negro men 
showed a consistent increase with age. 
Among the 3 other Protestant groups, 
counting weekly and semi-monthly re- 
sponses together in contrast to other re- 
sponses, the period of highest attendance 
appeared in middle age in 2 and in old 
age in only 1; these are not significantly 
different from the immediately adjacent 
age groups. Among Roman Catholics, 
contrary trends appeared between men 
and women respondents, the men ex- 
hibiting a decline in attendance and the 
women showing a consistent level of at- 
tendance with some suggestion of an 
increase in old age. 

No trend was present within the group 
of “other” religious preferences, the 
levels of attendance being consistent 
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Age, race, sex, and religious attendance in the Detroit area: Protestants 















































Table 4 Peete og 
{percentage distribution) 
Frequency of attendance 
Age group Once a week | Twice a month | Once a month _— ag Never Number 
Men Women| Men Women| Men Women| Men Women| Men Women| Men Women 
21 to 39 years 
White 235 33:4 13.8 13.3 7.2 9.4 35.60 323 Wo. tae 610 753 
Negro 30.2 385 19.0 26.8 12.4 17.4 31.8 14.5 6.6 2.8 242 317 
40 to 59 years 
White 27.7 40.5 9.2 16.7 8.8 37.8 24.2 16.6 6.9 524 538 
Negro 34.4 51.3 250° 273 13.9 18.9 9.1 7.8 0.5 180 187 
60 to 74 years | 
White 31.8 43.6 17%: ‘Ba 10.0 9.0 32:9. 25:1 V7 9.0 170 211 
Negro 42.1 46.8 | 28.9 25.5 10.5 8.5 13.2 8.5 53 106 38 47 
75 years and over | 
White 30.3 318 12.1 13.6 eT ee 30.3 18.2 27.3 36.4 33 44 
Negro (1) * (3)* (4) * (1) (1)* (2)* (2)* (1)* 4 11 
Total + 
White 7.7 370 11.1 14.5 8.0 11.4 35.7. 28.3 i7>.. 105 1,340 1,547 
Negro 32.8 43.3 22.0 27.0 2.7 6145 25.2 12.4 73 2.8 464 566 
* Number of cases 
+ Total includes those for whom age was not ascertained. 
Table 5 Age, sex, and religious attendance in the Detroit area: Catholics and Jews 
(percentage distribution) 
Frequency of attendance 
Age group Once a week | Twice a month | Once a month yeh beg | Never Number 
Men Women| Men Women| Men Women| Men Women| Men Women| Men Women 
Catholics* 
21 to 39 years 69.6 76.2 5.5 6.1 4.1 3.8 14.6 10.3 6.2 35 549 652 
40 to 59 years 69.1 79.6 ~ 8.1 4.3 “ZA 13.4 8.1 5.5 2.1 417 422 
60 to 74 years 58.9 79.2 7.7 4.2 4.5 6.3 18.0 6.3 10.9 4.2 156 144 
75 years and 45.5 90.0 9.1 18.2 27.3 10.0 11 20 
over oe. = 
Total 
White 6 We 6.6 6.5 4.4 3.5 14.7 8.9 6.6 33 1134 1240 
Negro 22.7 57.1 ey 17.9 18.2 3°6 rE Be | 14.3 13.6 man 22 28 
Jews 
21 to 39 years 3.3 3 6.7 2.3 23.3 163 60.0 65.1 6.7 14.0 30 43 
40 to 59 years 14.6 12.8 10.4 12.8 4.2 10.3 58.3 56.4 12.5 a8 48 39 
60 years and 250; 31.3 6.2 6.3 18.8 12.5 ao, Sis 125-198 16 16 
over 
Total 12.8 11.2 8.5 7.1 i268: i338 55:3: 56.7 106° 42:2 94 98 























* Only whites are included in the four age groupings. Total figures include those for whom age 
was not ascertained. 
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through the age groupings. The only 
group which exhibited a similar trend 
for both men and women toward in- 
creased religious attendance with age 
was the Jewish group. Here, it seems 
quite evident that this difference is more 
readily explainable as a consequence of 
the historic decline of orthodoxy within 
Judaism in the United States, directly 
reflected in our age groupings, than as 
a function of age. 

This multivariate procedure was fur- 
ther substantiated by the analysis of the 
sample in terms of these 4 age group- 
ings according to marital status, total 
family income, occupational status of 
the head of the family, education, and 
size of place of longest previous resi- 
dence before coming to Detroit, with 
natives of Detroit and foreign residents 
as separate categories. In each of these, 
race and sex were simultaneously con- 
trolled, except in the case of marital sta- 
tus, where only sex was controlled. 
Again the result is a series of mixed age 
trends failing to exhibit any consistency 
that would support either of the twin 
hypotheses of increased religiosity with 
age. Out of 58 control groups with suf- 
ficient cases to observe, 28 showed in- 
creases in religious attendance with age 
or tendencies toward increased attend- 
ance, 20 failed to show any trend, and 
10 showed decreases in attendance. 


Conclusions 


The results of this study fail to indicate 
any support for either of the hypothe- 
ses of increased religiosity in old age. 
The mixed trends observed between age 
and religious attendance when relevant 
sociologic variables are introduced point 
to the absence of any simple relation- 
ship and suggest that the picture of an 
almost level plateau through the adult 
life span obtained on the bivariate level 
represents a merging of the various soci- 


ologic influences present in the Detroit 
area. Other areas with differing reli- 
gious, racial, and socioeconomic charac- 
teristics may well exhibit a different pat- 
tern. It is interesting that the national 
sample of the Catholic Digest study 
found a similar relationship between 
age and religious behavior, although the 
actual rates of participation were at a 
lower level. 

The religious revival noted in the 
United States in the last decade may 
also be an influence responsible for 
these patterns. If the revival has affected 
certain age groups, such as youth and 
middle age, more than others, it could 
very well conceal age trends. However, 
evidence on this point is lacking, and the 
data on the Jewish respondents belie this 
possibility. It is obvious that there is a 
need for similar research with other rep- 
resentative populations to corroborate 
these findings, especially for studies that 
will simultaneously deal with overt be- 
havior and religious attitudes and _be- 
liefs. 

Finally, the great variability exhibited 
by similar age groups when relevant so- 
ciologic variables are controlled implies 
that social gerontologists must exert 
great caution in theorizing with the con- 
cept of chronologic age. In a socially 
and culturally heterogeneous society 
like our own, the study of aging cannot 
afford to gloss over the differences in 
social behavior and attitudes which are 
the consequence of differences in social 
role and position. 

It would appear that the social dif- 
ferences among the aging are as im- 
portant today as the similarities, and per- 
haps more important. 


The author wishes to acknowledge his indebted- 
ness to the Detroit Area Study and its director, 
Professor Harry Sharp, for the use of the 
data, and to Professor Gerhard Lenski for 
bringing the data to his attention and for help- 
ful suggestions. 
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This study is a revision of a paper presented 
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CARE OF AGED PERSONS with gastrointestinal bleeding must be indi- 
vidualized according to the patient’s physiologic age and personality 
type; available surgical, anesthetic, and nursing skills; and adequate 
blood bank facilities. Death during hospitalization does not appear to 
be related to extent of hemorrhage. Of 92 patients over 65 years of 
age hospitalized because of conditions causing gastrointestinal bleed- 
ing, such as ulcers, neoplasms, hiatal hernias, and so forth, only 8 
of the 18 deaths were considered due mainly to hemorrhage. Medical 
treatment only had been given to 5 of the patients, and 3 had been 
operated on. The mortality rate was higher for patients with slight 
than for patients with extreme blood loss. 

J. K. yYouNG: Upper gastrointestinal bleeding in the aged. Maryland M. J. 9: 736- 
740, 1960. 
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The editors of GERIATRICS feel 
much indebted to Dr. Lester 
Dragstedt for this excellent pro- 
file of Dr. Anton Carlson. Dr. 
Dragstedt, who knew him well, 
was formerly professor and chair- 
man of the Department of Sur- 
gery, University of Chicago, and 
is now with the University of 
Florida Department of Surgery, 
Gainesville. This is one of a 
series of profiles on great leaders 
in the field of geriatrics that has 
been prepared for this journal. 


WALTER C. ALVAREZ, M.D. 


Anton J. Carlson 
1875-1956 


LESTER R. DRAGSTEDT, M.D. 
GAINESVILLE, FLORIDA 


>» In the death of Dr. Anton Carlson, 
the world has lost a vigorous voice for 
human freedom, science a biologist of 
great critical judgment and _ intuition, 
and the United States a great citizen. 
Dr. Carlson frequently spoke of him- 
self as an American by choice rather 
than through the accident of birth. He 
was always grateful to America and to 
the University of Chicago because they 
gave him an opportunity to work at 
something that he thought was worth- 
while. 

Biological science was the field of his 
main endeavor, and here he displayed 
the qualities of a resourceful, imagina- 
tive, and indefatigable investigator. His 
greatest contribution, however, was as 
a teacher, as an interpreter of the spirit 
and methods of science to the general 
public, and as a staunch defender of 
animal experimentation as an essential 
method for medical and biological prog- 
ress. The biological insight that Carlson 
acquired from his years of investigation 
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of fundamental questions in physiology 
enabled him to discuss clinical problems 
with great authority and effect. His gift 
for-keen analysis and his ready wit and 
pungent criticism, so often displayed at 
scientific meetings, gave him an ac- 
knowledged place of leadership in bio- 
logical and medical societies. It is prob- 
able that no man in America not en- 
gaged in clinical practice had so great an 
effect on medicine. 


Early life in Sweden 


Anton Julius Carlson was born January 
29, 1875, in the province of Bohuslan, 
Sweden, about halfway between Goth- 
enburg and Oslo. This is a region of 
small mountains covered with pine for- 
ests and valleys, where the rocky soil 
reluctantly yields a meager living to the 
frugal and industrious farmers. The 
farms in these valleys, usually from 10 
to 25 acres, are exceedingly well kept 
with the buildings in careful repair. 
Carlson and his 2 brothers and 3 sisters 
were born on such a small farm. His 
father’s name was Carl Jacobson. Anton’s 
name became Carlson, as was customary 
in the countryside of Sweden at that 
time. His mother’s name was Hedvig 
Andersdotter, indicating that she was 
the daughter of Anders. The boy had 
no recollection of his grandparents and 
believed that they were all dead before 
he was born. All of his ancestors were 
hard-working farmer people in that re- 
gion of Sweden, and no one among 
them was noteworthy for any special 
achievement. 

When Anton was 2 years old, the fam- 
ily moved from the region of Svarteborg 
to a neighboring region called Puvella, 
close to the North Sea. Payments were 
made on a small farm and conditions 
of life seemed somewhat brighter, when 
tragedy struck in the death of the father 
and sole support of the family. He ap- 
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parently had pneumonia and, in a de- 
lirium, insisted on going out in the 
stormy night to feed his stock. A giant 
of a man, the wife and children could 
do nothing to stop him, and the resultant 
exposure hastened his death. The farm 
was lost, and the mother was faced with 
the desperate task of providing food and 
shelter for the 6 children. 

The older sisters found work as hired 
girls in the homes of more prosperous 
neighbors; the boys found work of vary- 
ing kinds on the farms. When Anton 
was 7 years old, he began working for a 
living, herding sheep during the sum- 
mer months for neighboring farmers. 
For the most part during the winters, 
he stayed at home with his mother and 
trudged through the snow to the small 
country schoolhouse 2 miles away. In 
later life, Carlson always thought of his 
mother with love and gratitude as his 
best teacher. From her, he learned to 
read and write and to value work for 
its own sake. She told the little boy 
that he who does not work shall not eat. 
This emphasis on work well done, so 
necessary for survival, was also the theme 
of a manual training teacher in the 
country school whom Carlson always re- 
called with affection and respect. He 
told the growing boy that the finished 
product reveals the kind of man who 
made it. 

During the winter evenings, young 
Anton learned to knit his own wool 
stockings and helped his mother with all 
sorts of housework. Sundays were given 
over to the strict observance of the serv- 
ices of the Swedish Lutheran Church. 
Here there was no compromise with sin, 
and the stern virtues of honesty and 
piety were preached to the farmers and 
their families, who had to sit on wooden 
benches in the cold stone church after 
having trudged several miles over the 
snowy fields. The minister was the best 

















educated and, consequently, the most 
important man in the community. He 
occupied a position of respect and in- 
fluence approximating that of a univer- 
sity professor in modern times. 


Quest for an education 


When Anton was 16 years old, he began 
to look about him and to take stock 
of himself and his prospects for the 
future. During the summers, while herd- 
ing sheep in the hills, he had become 
curious about the sea shells and fossils 
that he found so far from the ocean 
and about the large rocks ground and 
polished by the glaciers of ‘the distant 
past. He asked his mother and _ his 
teachers who polished these stones, who 
carried those sea shells up into the 
mountains, and why did they do it. They 
could not answer him, but they did not 
laugh at him because of his questions. 
His mother told him that if he could get 
an education he would know all these 
things. It was apparent, however, that 
this would be difficult if he were to re- 
main a farmer boy in this province by 
the North Sea. 

In the meantime, word had come of 
the wonders of America. Some of the 
farmers had relatives who had settled 
in Minnesota and Wisconsin. Anton’s 
older brother, Albin, had become a 
sailor and made up his mind to seek 
his fortune in America. He came to 
Chicago, found employment with a car- 
penter-contractor in Englewood on 
Chicago’s south side, married, and rented 
a small house. A letter to Anton prom- 
ised him a job with the same carpenter 
and enclosed sufficient money to pay for 
his trip to Chicago. The mother must 
have said goodby to this second son with 
heartaches and misgivings. She was never 
to see him again. She did not urge him 
not to go, however, and wished him 
success in the New World. 









With the money Albin had provided, 
Anton bought passage in Gothenburg, 
sailed by steamer to Hull, England, 
thence to New York, and by rail to 
Chicago. He could speak no English 
and must have been greatly relieved 
when Albin met him at the station and 
took him to his home in Englewood. 
The next day he began working as a 
carpenter’s helper at $1.25 a day for ten 
hours’ work. He lived with his brother 
Albin and worked in Englewood from 
March 1891 until January 1893. By this 
time, he had learned a little of the 
English language and had saved $300. 
He had joined the Englewood Lutheran 
Church and become well acquainted 
with the young minister. This man rec- 
ognized Carlson’s ability and desire for 
more education and suggested that he 
go to Augustana Academy and College 
in Rock Island, Illinois. Augustana was 
a Swedish Lutheran college, and the 
Academy would make it possible for 
Carlson to take the preparatory work 
necessary to enter the college. An in- 
tensely serious and ambitious student, 
Carlson completed the required work in 
much less than the usual time and se- 
cured his B.A. in 1898 and M.A. in 
philosophy in 1899. 

Influenced, no doubt, by the religious 
teaching of his mother and the advice 
of the Swedish Lutheran minister in 
Englewood, Carlson at first planned to 
enter the Lutheran ministry. However, 
during his college days, he became in- 
creasingly skeptical of the dogmas of the 
Lutheran Church and was greatly dis- 
turbed. He talked over these problems 
with a young high school girl, Esther 
Sjogren, whose beauty he admired and 
who entertained him with occasional 
concerts on the piano. During his senior 
year in college, Carlson had rented a 
room from her mother, who had a large 
house not far from the college buildings. 
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In one of his classes, in which the 
question of the efficacy of prayer for rain 
was being discussed, Carlson ventured 
the suggestion that this problem need 
not remain undecided any longer. He 


that the United States 
Bureau had accurate records 
of the amount of rainfall in the various 
middle western states for a great num- 
ber of years. It would be a.simple mat- 
ter to call upon the congregations in 
certain areas to pray for rain and then 
determine by the results if the average 
rainfall had been altered. This sugges- 
tion was received consternation, 
and, although Carlson had been elected 
by his classmates as valedictorian, this 
selection was countermanded by the fac- 
ulty because of their uncertainty con- 
cerning his religious attitude. He was 
much influenced by the professor of 
geology, Dr. Udden, and took part with 
him in one of his scientific investigations. 
This teacher also stimulated his inquir- 
ing mind by giving him a book, Pre- 
Adamites, to read. 

Carlson was in this troubled state of 
mind when he finished his work at Au- 
gustana and accepted a call to go to 
Anaconda, Montana, as a substitute min- 
ister in the Swedish Lutheran Church 
of that city. While in Anaconda, Carl- 
son stayed in the home of my grand- 
parents and became well acquainted 
with my uncle, Charles Dragstedt, a 
young man of about his age. The two 
became good friends and spent much 
time roaming the mountains when not 
otherwise occupied. Carlson gave his ser- 
mons in the Swedish language and, in 


pointed out 
Weather 


with 


addition, taught classes in science and 
philosophy to the young people of the 
congregation. 

The turn to physiology 


After about a year of this work, he 
made up his mind that the only part 
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of philosophy and psychology that he 
could “get his teeth in” was the physi- 
ology of the nervous system. He decided 
to become a physiologist. His young 
friend, Charles Dragstedt, helped him in 
this undertaking by lending him some 
money so that he could go to Stanford 
University. Here he worked with Jenkins 
and Greene in physiology and came un- 
der the inspiring influence of the presi- 
dent, David Starr Jordon. He paid no 
attention to contemporary student life 
but actually lived and worked in the 
laboratory. He secured a Ph.D. degree in 
physiology in 1902. 

The problem assigned to Carlson by 
his teacher, Dr. O. P. Jenkins, concerned 
the rate of conduction in the motor 
nerves of invertebrates. The develop- 
ment of the problem was left to Carlson, 
and here his scientific ingenuity was first 
displayed. He compared the response of 
the pseudopod of the slug when in a 
markedly elongated state with the re- 
sponse when the pseudopod was reduced. 
Since the response was delayed in the 
elongated state, Carlson concluded that 
the conductive substance in the nerve 
fiber must be liquid in nature rather 
than solid. 

After securing his degree, Dr. Carlson 
was made a research associate at the 
Carnegie Institution and held this ap- 
pointment during the years 1903 and 
1904. He became interested in the heart 
and set as a goal for himself a solution 
to the question as to whether the in- 
hibitory or the accelerator nerves to the 
heart appear first in evolution. He de- 
cidéd to investigate this problem on the 
lower marine animals rather than to 
study the embryos of higher forms of 
life. This work made him familiar with 
the comparative physiology of the heart 
in most of the animals available on the 
Pacific Coast. 

In the summer of 1904, he went to the 
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Marine Biological Station at Woods 
Hole, and it was here that he became 
acquainted with the unique anatomical 
arrangement of the heart in the limulus, 
or horseshoe crab. 

There was at this time an active con- 
troversy with respect to what was called 
the neurogenic and myogenic theories of 
conduction of the cardiac impulse. Carl- 
son observed that, in the limulus, the 
cardiac nerves were grouped as a gan- 
glion extending along the surface of the 
heart, where it could readily be divided 
with scissors. When this was done, the 
transmission of the cardiac impulse from 
one part of the heart to the other was 
interrupted, and Carlson accordingly 
concluded that the coordination and 
conduction of the heartbeat in this ani- 
mal was by way of the cardiac nerves. 
This paper created a profound impres- 
sion, and when Carlson presented it to 
Dr. Porter, editor and owner of the 
American Journal of Physiology, Porter 
told him that he thought Carlson was 
wrong both in his observations and in 
his interpretation but that, nevertheless, 
he would publish his paper. As a result, 
Carlson became immediately widely 
known, and his experiment was dis- 
cussed in physiological laboratories all 
over the world. 

His self-confidence in presenting the 
results of his experimental researches 
impressed his hearers, and, in 1904, Dr. 
George Neal Stewart, professor of phys- 
iology at the University of Chicago, 
offered him a position as associate in 
the department at a salary of $1,200 per 
year. This was a step up the ladder, and 
Carlson remained at the University of 
Chicago for the rest of his life, serving 
as assistant professor and later as pro- 
fessor and chairman of the department 
of physiology until he retired in 1940 as 
the John P. Hixon Distinguished Service 
Professor of Physiology Emeritus. 





Carlson continued his interest in the 
limulus heart, and the year after his in- 
itial publication he discovered that the 
heart begins to beat in the embryo of 
the limulus before nerve fibers appear. 
This prompted him to the wondering 
conclusion that, in this animal, the 
heartbeat is originally myogenic in. or- 
igin and conduction and that, subse- 
quently, with the development of a nerv- 
ous system in the heart, the nerves take 
over this function. 


Time for research 

For several years, Carlson was relatively 
free of teaching duties and had ample 
time for his research. Dr. Stewart gave 
the lectures in physiology to the medical 
students and Carlson supervised the lab- 
oratory courses. Dr. A. P. Matthews and 
Dr. Waldermar Koch taught biochem- 
istry and Dr. S. A. Mathews, pharma- 
cology. At this time, these subjects were 
combined in one department and housed 
in one general laboratory. This building 
had been constructed by Jacques Loeb, 
the first professor of physiology, and was 
designed more for studies on plant and 
animal tropisms than for the type of 
mammalian experimentation that Carl- 
son embarked upon. 

He had not been long in Chicago when 
he began to receive attractive offers 
from other universities, among them 
Wisconsin and McGill, and from the 
Mayo Clinic. It was, however, the mag- 
netism and tremendous enthusiasm of 
William Rainey Harper, the first presi- 
dent of the University of Chicago, that 
kept Carlson at his post. He was also 
profoundly impressed by the great sci- 
entists that Harper had assembled and 
was happy to be associated with them. 
Whitman in zoology, John M. Coulter in 
botany, Michaelson in physics, T. C. 
Chamberlin in geology, and R. R. Bens- 
ley in anatomy became his friends and 


GERIATRICS, OCTOBER 1961 545 





respected colleagues. He became ac- 
quainted with Ludvig Hektoen, profes- 
sor of pathology in Rush Medical Col- 
lege, somewhat later and was profoundly 
impressed by his great ability and inter- 
est in research. He took part in a joint 
investigation with Hektoen on the phys- 
iology and pathology of the thyroid gland, 
and it may well have been Hektoen’s 
influence that directed Carlson’s atten- 
tion to clinical problems. 

Beginning about 1908, Carlson shifted 
his attention from the heart to the en. 
docrine glands and became particularly 
interested in the thyroid and pancreas. 
Fatal tetany, occasionally seen after op- 
erations on the thyroid gland in man, 
had been recently demonstrated to be 
caused by accidental removal of the ad- 
jacent parathyroid glands. During his 
student days at Stanford, Carlson had 
observed that dogs from which the thy- 
roid gland had been removed usually 
died in convulsions and were not bene- 
fited by thyroid feeding. He and his stu- 
dents investigated the nature of para- 
thyroid tetany and observed the depres- 
sion in gastrointestinal motility and se- 
cretion present in this state. This trans- 
mitted interest in parathyroid physiology 
undoubtedly influenced the subsequent 
discovery by Luckhardt and L. R. Drag- 
stedt of methods by means of which the 
lives of parathyroidectomized animals 
could be preserved and tetany prevented. 

Carlson’s experiment on the pancreas 
has often been cited. He and his student 
Drennan removed the pancreas from 
pregnant bitches and, in one of these 
animals, observed that sugar did not ap- 
pear in the urine until after the pups 
were born. Carlson inferred that, in the 
intervening period, the internal secre- 
tion of the pancreas of the pups had 
secured access to the maternal circula- 
tion and prevented diabetes in the 
mother until parturition. Undoubtedly, 
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this experiment stimulated subsequent 
research on the pancreas, and it is of 
interest that Scott, one of Carlson’s 
pupils, made extracts of the pancreas by 
a method similar to that later found 
effective in the production of insulin 
and concluded that these extracts were 
beneficial in the treatment of the dia- 
betes of depancreatized dogs. In review- 
ing this experiment, Carlson cautioned 
his pupil that he had not ruled out the 
possibility that peptones or the non- 
specific effect of intravenous protein 
could account for the results secured. 
Possibly, in this case, Carlson’s skepti- 
cism and his critical demand for better 
evidence discouraged the student and 
delayed the discovery of insulin for a 
decade. 


The teacher of physiology 


When Professor Stewart left the Univer- 
sity of Chicago to go to Western Re- 
serve University, Dr. Carlson, although 
only an associate professor, was given 
complete responsibility for the Division 
of Physiology, which at that time was 
combined with biochemistry and pharm- 
acology under the chairmanship of Pro- 
fessor A. P. Matthews. Dr. A. Woelfel, 
a graduate of Leipzig University, joined 
the department. Although an excellent 
investigator, Woelfel was a poor teacher, 
and, as a result, Carlson and Arno B. 
Luckhardt gave all the lectures and 
supervised the laboratory work of the 
medical students as well as that of an 
increasing number of graduate students 
in physiology. Dr. Luckhardt took his 
doctorate in physiology with Dr. Carlson 
and then completed the work leading to 
the M.D. degree at Rush Medical Col- 
lege. His familiarity with clinical medi- 
cine was a great asset in the teaching 
of medical students and contributed 
much to his effectiveness in this area 
throughout his productive life. 

















Although Carlson’s early research was 
accomplished exclusively with inverte- 
brate animals and he had no clinical 
training in medicine or surgery, he de- 
veloped at Chicago courses in physiology 
involving extensive experimentation on 
dogs and other animals, of great value to 
students of medicine. Carlson always 
kept the needs of the medical student 
foremost in his mind. In this effort, the 
advice and assistance of Dr. Luckhardt 
were invaluable. Medical students in 
groups of four performed most of the 
classical experiments of physiology on 
anesthetized dogs that had been secured 
from the city pound. Each student be- 
came familiar with the anatomy of the 
dog and the technics for studying the 
blood pressure and cardiovascular re- 
flexes for its control. The ducts to the 
salivary glands and the pancreas were 
cannulated and experiments performed 
illustrating the mechanism of secretion 
in these glands. Similar experiments were 
performed to study the physiology of 
lymph formation and secretion of urine. 
Lesions in the nervous system were pro- 
duced by graduate students, and the 
animals were made available to the med- 
ical students for diagnostic study. The 
physiology of the endocrine glands was 
usually demonstrated by graduate stu- 
dents serving as assistants in the medical 
courses. 

Carlson’s abiding interest in clinical 
medicine was manifested by his regular 
attendance at the meetings of the Insti- 
tute of Medicine in Chicago, the Society 
of Internal Medicine, and, occasionally, 
the meetings of the Chicago Pathologi- 
cal Society and the Chicago Surgical 
Society. He was frequently called upon 
to discuss scientific and clinical papers 
presented before these societies. 

Although not medically trained, Carl- 
son had a biological insight that enabled 
him to penetrate almost instantly to the 











heart of the problem and to put his fin- 
ger on a weak spot in the work or pres- 
entation of the speaker. His forthright, 
vigorous criticism did much to improve 
the quality of the programs in the Chi- 
cago area during his lifetime. Indeed, 
quite early in his career, his unique abil- 
ity in this respect was recognized, and 
if he did not arise to discuss the paper 
recently presented, the chairman was al- 
most certain to call on him. It was Carl- 
son’s unvarying practice to listen to each 
paper with the utmost attention, partic- 
ularly having in mind the nature of the 
evidence presented. It was his insistence 
on adequate proof and his oft-repeated 
question, “What is the evidence?”, that 
later became his trademark throughout 
the scientific world. 


The war years 


With the outbreak of World War I, 
Carlson became intensely aroused. He 
felt that the Germans were greatly at 
fault and immediately made efforts to 
enter the military service. He was advised 
that he could be more helpful in the 
medical department of the Army, and, 
consequently, enlisted as a captain in 
the newly organized Sanitary Corps. He 
left the responsibilities of the Depart- 
ment of Physiology to Dr. Luckhardt, 
who carried them almost single-handedly 
throughout the war years. 

After a preliminary period in Wash- 
ington, Carlson was sent to England and 
then to France as an inspector of the 
quality and kind of food supplied in the 
army camps. At the close of the war, he 
was transferred to the commission headed 
by Herbert Hoover and, for the subse- 
quent twelve months, worked with that 
great humanitarian in feeding the starv- 
ing children of the defeated countries. 
In this work, Carlson visited the towns 
and villages of Austria, Hungary, Ru- 
mania, Albania, Montenegro, Greece, 
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Lithuania, Latvia, Estonia, and Finland. 


While in Greece, he climbed Mount 
Olympus and marveled that the ancient 
Greeks had not climbed that small hill 
to see for themselves the gods and god- 
desses who were supposed to live there. 
While in these war-devastated countries, 
Carlson was continuously infested with 
body lice and was greatly concerned, 
since typhus fever was universally en- 
demic in those countries. His service was 
recognized by decorations presented by 
Queen Marie of Rumania and by ofh- 
cials in some of the other countries. 

He was greatly depressed by what he 
called the frightful “backwash” of war 
and the suffering endured by innocent 
and defenseless women and children. He 
was also appalled to find that the Chris- 
tians in the Balkan countries were re- 
luctant to let him supply food to certain 
families because they were Mohamme- 
dans and accordingly should be left to 
starve. When he returned to Chicago, he 
gave many lectures on the horror and 
futility of war and voiced his conviction 
that there were just as many “Junkers” 
in the allied armies as in those of the 
central powers. Carlson’s vigorous per- 
sonality impressed his colleagues and as- 
sociates in the military service just as it 
did those in civilian life, and he was 
promoted to major and finally left the 
army as a lieutenant colonel. 


Director of research 


When he returned to Chicago in 1919, 
he was utterly disillusioned as well as 
angered by the evidence of deceit and 
guile in military and civilian leaders in 
all the countries taking part in the great 
war. In an attempt to forget this bitter 
experience, he plunged into research 
work in the laboratory with an inten- 
sity that was almost fanatic. He and Dr. 
Luckhardt initiated a series of experi- 
mental studies on the visceral sensory 
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nervous system that kept them at work 
from seven o'clock in the morning until 
twelve, one, two, or three o’clock the 
next morning. After a few hours’ sleep, 
they were back in the laboratory, ex- 
perimenting and writing their reports. 
Carlson was annoyed by the need to 
leave the experiment for an hour to 
give a lecture to medical students. Visi- 
tors had to make their wants known in 
the laboratory while the experiments 
were in progress. Almost nothing was 
permitted to interrupt the work. After 
some six months of this frantic effort, Dr. 
Luckhardt called a halt, saying that re- 
search was well and good but that they 
owed something to their families. No ex- 
periments must be done on Sunday. 

Following the discovery of insulin, 
Carlson returned to the question of the 
peripheral genesis of the sensation of 
hunger which had interested him so 
greatly fifteen years before. He was im- 
pressed by clinical reports that hunger 
was a prominent symptom of an over- 
dose of insulin. In experiments on dogs, 
Carlson and his pupil Bulataeo demon- 
strated that insulin hypoglycemia pro- 
duced vigorous contractions in the empty 
stomach similar to those occurring dur- 
ing periods of starvation. These con- 
tractions did not occur if the vagus 
nerves to the stomach had been divided, 
indicating that the site of stimulation 
by the hypoglycemia is central.* Subse- 
quently, it was found that insulin hypo- 
glycemia also stimulates the secretion of 
gastric juice, but only if the vagus nerves 
are intact. This discovery provided an 
important practical test for the complete- 
ness of vagotomy when this operation 
is performed in the treatment of duode- 
nal ulcer. 


The world-wide field of science 


Although Carlson stimulated and direc- 
ted the experimental research of a large 

















number of graduate students during the 
next twenty years, his own activity in 
the laboratory largely ceased with the 
work on the visceral sensory nervous sys- 
tem. He took an increasing interest in 
public health, both on a local and na- 
tional basis. He devoted time and effort 
in helping to secure free lunches for poor 
children in Chicago’s public schools. 
This interest in children also prompted 
him to take an active part in the Na- 
tional Foundation for Infantile Paralysis, 
and he was very pleased that he lived 
to see the development of an effective 
means for the prevention of this disease. 

He was disturbed by the possibility 
that lead arsenate used by farmers and 
fruit growers might lead to chronic lead 
poisoning in large numbers of people, 
partly through ingestion of insufficiently 
washed fruit or through contamination 
of the soil as a result of the use of this 
insecticide for many years. He cooper- 
ated with the federal government in sev- 
eral trials arising from this problem. He 
took an active part in the controversy 
between the producers of butter and the 
manufacturers of margarine. In many 
of these disputes, he was an effective 
referee. He also served on the Committee 
for Child Health and Maternal Welfare. 

In 1926, Carlson attended the Inter- 
national Congress of Physiology in 
Stockholm and at this meeting startled 
the public and earned the gratitude of 
the scientists present by his frank and 
severe criticism of Voronoff and_ his 
widely publicized theories of rejuvena- 
tion. Voronoff claimed that he had re- 
juvenated old men and restored their 
sexual potency by transplanting into 
them testes glands obtained from apes. 
Steinach asserted that a similar effect 
could be secured by ligating the vas 
deferens or seminal ducts. At the Stock- 
holm meeting, Voronoff related that he 
had transplanted human ovaries into a 











female monkey, Nora, and had impreg- 
nated her with human sperm. His 
hearers were appalled. The Swedes re- 
frained from criticism because they were 
hosts. ‘The Germans kept quiet because 
of reluctance to stir up emotions that 
were beginning to subside at the close of 
the war. The French held their fire be- 
cause Voronoff was supported by the 
French government. Carlson alone arose 
and said he would not dignify this fan- 
tastic fairy tale by discussing it except 
to apologize to the Congress members 
because they had had to listen to it. He 
then pointed out to Voronoff that castra- 
tion does not accelerate the aging process 
except for sexual potency. In the human 
female, the ovaries cease their reproduc- 
tive function much earlier in life than 
do the testes in the male, yet women 
outlive men by at least five years. He 
closed by saying that he had heard that 
a Chicago man who had been rejuve- 
nated by Voronoff’s operation got old 
again when he received his doctor’s bill. 

Carlson’s interest in the problems of 
aging and in the body changes in senes- 
cence persisted to the end of his life. He 
was a member of the gerontological so- 
ciety and took an active part in its 
scientific programs. One of his last 
scientific contributions was the demon- 
stration that overfeeding shortens the 
life span of rats and that periods of 
fasting exert a beneficial effect. As was 
his habitual custom, once this fact be- 
came apparent to him, he adopted a 
regimen of dietary restrictions and re- 
duced his own body weight over 30 Ib. 

The trained intuition or biological 
insight that made for his success as a 
medical investigator also enabled Dr. 
Carlson to survey with clear eyes the 
social and political problems of the day. 
Whenever and wherever human freedom 
was threatened by legislative action or 
prejudice, Carlson was always in the fore- 
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front as the courageous, clear-thinking, 
vigorous speaking champion of those 
whose rights were threatened. When 
Mussolini invited the International 
Physiological Society to meet in Rome, 
Dr. Carlson alone objected. He called 
attention to the Fascist law which re- 
quired that all university professors in 
Italy must swear an oath of personal 
allegiance to Mussolini. He prophesied 
that rivers of blood would be shed be- 
fore the Italian people regained their 
liberty. This passion for individual free- 
dom found expression also in his work 
as president of the Association of Uni- 
versity Professors and as a member of the 
American Civil Liberties Union. When 
he perceived that medical research was 
hampered by the antivivisection move- 
ment, he founded the National Society 
for Medical Research to protect against 
this form of fanaticism. 

In 1946, the American Medical Asso- 
ciation voted him its highest honor, the 
Distinguished Service Award. He was a 
member of the National Academy of 
Sciences (elected in 1920) and the Amer- 
ican Philosophical Society and served as 
president of the American Association 
for the Advancement of Science, the 
American Physiological Society, and the 
Institute of Medicine of Chicago, as well 
as a number of other organizations. Med- 
ical men and biological scientists all over 
the United States have acknowledged 
their great indebtedness to his dynamic 
teaching, his integrity, and his colorful 
personality. 

The profound influence of a great 
teacher is better illustrated 
than in the life and career of Dr. Carl- 
son. Throughout his life, he championed 
the scientific method of controlled ob- 
servation and experimentation and urged 
its extension into other fields. He in- 
sisted that no adequate judgment could 
be made except on the basis of all the 
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facts and always asked for the evidence. 
He was impatient with those who called 
for a moratorium on scientific research 
because this had made possible the de- 
velopment of terrible weapons of de- 
struction. He was confident that a better 
understanding of man and _ nature 
through the conscientious employment 
of the methods of science would lead to 
a wiser control of man himself. In his 
closing years, he devoted much thought 
to the social responsibilities of scientists 
and urged that these receive more seri- 
ous attention. The American Humanist 
Association elected him Humanist of 
the Year in recognition of these efforts. 

The softer side of Dr. Carlson’s nature 
was best displayed at the summer colony, 
of which he was a founder member, on 
Elk Lake near Rapid City, Michigan. 
Here he cast off the burdens of the day 
and relaxed in the company of his fam- 
ily and friends. He enjoyed fishing, and 
his solitary figure in a duck boat silhou- 
etted against the evening sky forms a 
picture that his friends will long remem- 
ber. He loved to gather around the 
campfire with his children and sing old 
Swedish songs. His wife, Esther Sjogren 
Carlson, was his sweetheart of college 
days at Augustana. Much of what he ac- 
complished in life was made possible by 
her work at his side, caring for the home 
and the education .of the children. The 
older son, Robert, is in business in Cali- 
fornia, and the younger, Alvin, is a 
surgeon in Dayton, Ohio. The daughter, 
Alice, is the wife of Professor Hough of 
the University of Illinois. 

Scientist, philosopher, teacher, and 
humanist, A. J. Carlson made a great 
contribution to his adopted country, his 
university, his fellow scientists, and the 
medical profession. However, the man 
was greater than any of his achievements; 
his personality was in itself his greatest 
achievement. 
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due to islet cell carcinoma 


Case Report 


Intolerance to fasting is the most 
valuable clue to a diagnosis of 
organic hypoglycemia caused by 
a metastasizing islet cell carci- 
noma. Oral or intravenous ad- 
ministration of glucose immedi- 
ately relieves the episodes. Ad- 
ministration of alloxan has 
proved unsatisfactory because of 
toxicity. 


» Since the recognition of spontane- 
ous hyperinsulinism associated with 
islet cell tumors of the pancreas and 
the demonstration by Wilder and as- 
sociates! of a functioning islet cell carci- 
noma, over 400 cases have been reported, 
of which 36 were due to metastasizing 
insulinomas having hormonal activ- 
ity.?4 In this latter group, the ages of the 
patients ranged from 18 to 73 years. 
The following case report of a metasta- 
sizing islet cell carcinoma is of interest 
not only because of the rarity of the 
condition but also because, at 78, the 
patient is the oldest person recorded 
with this diagnosis. 


Case report 


A 78-year-old woman was admitted to the 
North Carolina Baptist Hospital with a fif- 
teen-year history of epigastric burning re- 
lieved by food. The distress had been mild, 
and medical attention had not been sought 
until shortly before referral to the hospital, 
at which time the episodes became more 
severe and were unrelieved by food. A gen- 
eral physical examination was not remark- 
able, and routine laboratory studies were 
normal. Since there was no history suggestive 
of hypoglycemia, blood sugar determinations 
were not done. A roentgenogram of the 
upper gastrointestinal tract revealed an eso- 
phageal hiatal hernia, with loss of the usual 
constriction at the esophagogastric junction. 
There was no ulcer crater or scarring, and 
a diagnosis of esophagitis was made. The 
patient was discharged to the care of her 
local physician on symptomatic therapy and 
had no further complaints for a period of 
four months. She then had recurrent spells 
of weakness and dizziness, associated with 
profuse sweating. In the beginning, these 
were mild, but shortly before readmission 
they became more frequent and _ severe. 
These episodes usually developed during the 
early morning hours and occasionally were 
associated with loss of consciousness. On 
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readmission, the general physical examina- 
tion was normal except for slight tenderness 
in the midepigastric area. No masses were 
noted, and a neurologic examination was 
entirely negative. 

A tentative diagnosis of organic hypogly- 
cemia was made, and the patient was fasted 
for twelve hours, at the end of which time 
a blood sugar determination was 32 mg. per 
100 cc. The fast was uneventful and was 
continued for an additional two hours. The 
patient then became unresponsive, and 
slight twitching movements of her face were 





FIG. I. Pancreas with islet cell tumor, the surface of which has a definite lobular or nodular pattern. 


noted. Blood sugar was 16 mg. per 100 cc. 
Administration of intravenous glucose 
promptly relieved all signs of hypoglycemia. 

The patient was transferred to the sur- 
gical service, and exploration was carried out. 
In the body of the pancreas was a 3 by 4 cm. 
oval tumor (figure I), and the liver was 
the site of multiple metastatic 
(figure II). The spleen, with the tail and 
half of the body of the pancreas, was re- 
moved intact, and the pancreatic tumor was 
found to be an islet cell carcinoma (figures 
III and IV). Despite almost continuous glu- 


tumors 


FIG. II. Liver with metastatic islet cell tumor. 
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FIG. III. One nodule of islet cell tumor. Note glandu- 
lar pattern. X127 


cose administration, 2 postoperative blood 
sugar determinations were 32 and 48 mg. 
per 100 cc., indicating hormonal activity of 
the metastatic lesions. On the fifth post- 
operative day, the patient died suddenly. 
At autopsy, in addition to the multiple 
liver metastases noted at surgery, a tumor 
was found in one peripancreatic lymph node. 


Discussion 


Hypoglycemic episodes resulting from 
excessive hormonal activity of islet cell 
tumors generally occur during a fast, 
and seizures or coma frequently occur 
during the early morning hours. This is 
in contrast to the patient with func- 
tional hypoglycemia, whose episodes 
characteristically begin one to two 
hours after eating and rarely occur dur- 
ing a fast. Although a glucose tolerance 





FIG. IV. Nodule adjacent to figure III. Note more 
solid pattern. X127 


test may be of value in diagnosing func- 
tional hypoglycemia, it is of no value 
in establishing a diagnosis of islet cell 
tumor. This intolerance for fasting pro- 
vides us our most valuable diagnostic 
tool, and a blood sugar determination 
at the time of the episode should be 
less than 50 mg. per 100 cc. A pro- 
longed fast of seventy-two hours may be 
necessary to provoke an episode of or- 
ganic hypoglycemia due to an adenoma. 
However, patients with malignant 
tumors rarely tolerate withdrawal of food 
for this duration. There is a report of 
one patient with hepatic metastases who 
was fasted for thirty-two hours before 
symptoms developed.* Serum insulin 
assay has shown variable results, even 
in patients with proved insulinomas.5 

The signs and symptoms produced by 
hypoglycemia are those due to disturb- 
ances of the central and autonomic nerv- 
ous systems. Central nervous system man- 
ifestations may consist of ocular palsies, 
spasticity, muscle weakness, or convul- 
sive seizures. Mental aberrations are not 
unusual. Vegetative disturbances include 
tachycardia, pallor, sweating, nausea, 
hunger, and syncope. Symptoms may 
occur slowly or suddenly. The pattern 
of the attack usually is constant in each 
case but varies somewhat in severity. 

The episodes are immediately relieved 
by the administration of glucose, orally 
or intravenously, and this, along with the 
occurance of attacks during fasting and 
the finding of a blood sugar value of 
less than 50 mg. per 100 cc., fulfills the 
criteria of Whipple for surgical explora- 
tion. Epinephrine release resulting in 
mobilization of glycogen reserve may 
bring about spontaneous recovery. At 
autopsy, the liver of the present patient 
contained glycogen in easily demonstra- 
ble amounts. On the other hand, irre- 
versible cerebral damage is likely if the 
hypoglycemia persists untreated. Kety 
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and associates® have presented evidence 
which indicates that the brain can mo- 
bilize glycogen reserve for only about 
one hour. 

If the criteria noted are present, surgi- 
cal exploration will reveal an islet cell 
adenoma in 65 to 75 per cent of patients, 
multiple adenomas in 12 per cent, an 
ectopic pancreatic adenoma in 2 per 
cent, and an islet cell carcinoma with 
metastases in 10 per cent.? In common 
with most other endocrine neoplasms, 
tumors of the islet cells are most often 
intermediate in behavior. They are well 
differentiated and slowly growing. En- 
capsulation is prominent, but local in- 
vasion is common. As with the case re- 
ported here, metastasis is usually late 
and rarely widespread. 

Surgical excision of a benign adenoma 
produces excellent results. However, sur- 
gery has proved of little benefit to those 
patients with a frankly malignant tumor. 


Administration of alloxan has been used 
experimentally and has proved unsatis- 
factory because of toxicity.§ 
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IN PATIENTS with femoropopliteal or aortoiliac thrombosis, intermit- 
tent claudication improves or remains unchanged on treatment with 
vasodilator drugs and advice on care of limbs. Long-term anticoagu- 
lant therapy does not reduce the incidence of coronary ischemia, al- 
though the number of deaths due to coronary thrombosis is less. Of 
219 patients with femoropopliteal and 103 with aortoiliac thrombosis, 
ranging in age from 45 to 69 years of age, angina and coronary throm- 
boses were common during the three-year follow-up period, and the 


general mortality rate was high. 


A. SINGER and Cc. RAB: The fate of the claudicator. Brit. M. J. 5199: 633-636, 1960. 


554  =GERIATRICS, OCTOBER 1961 





a ioe 


QO > — A 








Clinicopathologic 


conference 


Discussed by 
ROBERT O. MULHAUSEN, M.D. 


Assistant chief, Medical Service, 
Veterans Administration Hospital, 
Minneapolis 

Moderated by 


HORACE H. ZINNEMAN, M.D. 


Associate professor, University of 
Minnesota Department of Medicine 


Edited by 
JOHN W. YARBRO, M.D. 


Fellow in the University of Minnesota 
Department of Medicine 


Minneapolis Veterans Administration Hospital 


Presentation of case 


>» In June 1959, a 69-year-old commer- 
cial artist was seen at Minneapolis Vet- 
erans Administration Hospital because 
of urinary retention and a diffuse nodu- 
lar bilateral pulmonary infiltrate. A nee- 
dle biopsy of the prostate gland revealed 
an adenocarcinoma. Roentgenographic 
bone surveys and retrograde pyelogra- 
phy were normal. Multiple blood cul- 
tures were sterile. Sputum cultures pro- 
duced colonies of Candida albicans; no 
malignant cells were found. Bronchos- 
copy and bronchial biopsy, as well as 
scalene node biopsy, were noncontribu- 
tory. The patient was also found to have 
diabetes mellitus, which was controlled 
by diet and 20 units of NPH insulin 
per day. Other treatment included 5 mg. 
of stilbestrol daily. 

Physical examination revealed a 
chronically ill, afebrile, orthopneic man. 
Head and neck were normal. Ausculta- 
tion of the chest revealed diffuse bilat- 
eral moist rales and rhonchi, and heart 


examination showed tachycardia. Ex- 
cept for several scars on the abdominal 
wall, the abdomen was normal. Rectal 
examination revealed irregularity and 
hard nodules on the left. The neuro- 
logic examination produced no abnor- 
mal findings. Venous pressure was 120 
mm. of water, circulation time, thirty 
seconds. 

On laboratory examination, the spe- 
cific gravity of the urine was 1.020. 
There was 3+ proteinuria, no glyco- 
suria, and packed red and white blood 
cells with occasional granular and cellu- 
lar casts. White blood cell count was 
11,600 per cubic millimeter, with 74 per 
cent polymorphonuclear leukocytes; he- 
moglobin, 14.6 gm. per 100 cc., VDRL, 
negative; serum potassium, 4.5; sodium, 
138; chloride, 105; carbon-dioxide com- 
bining power, 23.6 mEq. per liter; total 
serum protein, 6.2 gm. per 100 cc., with 
2.7 gm. of albumin and 3.5 gm. of glob- 
ulin; alkaline phosphatase, 6.6 King- 
Armstrong units; acid phosphatase, 2.4 
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King-Armstrong units; prostatic fraction, 
0.7 King-Armstrong units; blood urea 
nitrogen, 22 mg. per 100 cc.; and fast- 
ing blood sugar, 190 mg. per 100 cc. 
Three sputum specimens were negative 
for malignant cells. Chest roentgeno- 
grams showed a bilateral pulmonary in- 
filtrate, which seemed to have increased 
since the patient’s last hospitalization. 

Soon after admission, a pulmonary 
needle biopsy was attempted but was 
abandoned because of the occurrence of 
a pneumothorax. An electrocardiogram 
following the procedure showed antero- 
lateral myocardial damage, an incom- 
plete right bundle-branch block, and bi- 
geminy. The pneumothorax of the right 
lung resulted in a 50 per cent collapse. 
The lung could be expanded partially 
by means of a chest catheter and nega- 
tive pressure but remained a problem 
for the remainder of the patient’s life, 
with subcutaneous emphysema and _ fe- 
ver. 

He was treated with stilbestrol, Isu- 
prel, Alevaire, intravenous fluids, and 
electrolyte replacements as needed. 
However, he deteriorated steadily. On 
August 15, 1960, a gallop rhythm de- 
veloped, and the patient died two days 
later. 


Discussion 


DR. ROBERT MULHAUSEN: May we see the 
roentgenograms? 

DR. DONALD R. MCFARLANE: The first 
was a chest film taken in February 1960, 
and the remainder of the films were 
made at monthly intervals until the pa- 
tient’s death in August of the same year. 
A rather extensive bilateral infiltrate is 
present on the first film (figure I). It 
involves the greater part of both lung 
fields, although there is relative sparing 
of the apical region, and there appear 
to be nodules in some areas; other re- 
gions appear more fibrotic, with an in- 
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terstitial type of infiltrate. Subsequent 
films show gradual progression of the 
process (figure IT). 

There are many things which can 
cause this appearance. The gradual pro- 
gression and the fairly definite nodular 
character would suggest a neoplastic 
origin. Alveolar cell carcinoma with bi- 
lateral spread must be considered. Other 
neoplasms could produce this picture, as 
could numerous benign conditions, such 
as tuberculosis, fungus, disease, and 
sarcoidosis. 

DR. MULHAUSEN: Is there a pleural ef- 
fusion on any of these films? 

DR. MC FARLANE: No. 

DR. MULHAUSEN: Is there cavitation in 
the right upper lung field infiltrate? 

DR. MC FARLANE: No. 

DR. MULHAUSEN: Is there any change 
in heart size? 

DR. MG FARLANE: No. 

DR. MULHAUSEN: I think we must an- 
swer 3 questions here: Is this a multi- 
system disease? Is this primary heart or 
lung disease? If the latter, what is the 
etiology of the lung disease? 

Roentgenographic bone surveys re- 
vealed no metastases of the carcinoma of 
the prostate gland, and retrograde pye- 
lography was normal. Apparently, there 
was no evidence of long-standing hydro- 
nephrosis, and the kidneys were of fairly 
normal size. Sputum cultures produced 
colonies of Candida albicans. Our labo- 
ratories do not report Candida albicans 
unless there is heavy growth. Although 
Candida albicans is a common finding 
in patients receiving antibiotic therapy, 
there are definite cases of moniliasis, 
both systemic and bronchopulmonary, 
encountered occasionally, and the chest 
film is consistent with this diagnosis. No 
malignant cells were found. The findings 
of bronchoscopy and bronchial biopsy, 
as well as a scalene node biopsy, were 
noncontributory. 
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Fig. I. Chest film, made at time of admission, showing 
bilateral infiltrate. 


This is important because carcinoma, 
sarcoidosis, and even tuberculosis and 
fungus infection would be likely, though 
not invariably so, to produce detectable 
lesions in the bronchial tree. Physical 
examination revealed a chronically ill, 
afebrile, orthopneic man. 

There was no venous distention of the 
neck. He had diffuse bilateral moist rales 
and rhonchi, which is consistent with 
the chest roentgenogram. The heart was 
normal, except for tachycardia. There 
was neither hepatomegaly nor spleno- 
megaly. I think this fact is of some im- 
portance. Rectal examination revealed 
an irregularity and hard nodules on the 
left. I presume that this was the prostate 
and local extension that was being felt. 

The venous pressure was 120 mm. of 
water and the circulation time was thirty 
seconds. I am at a loss to explain why 
this man had a circulation time of thirty 
seconds with a normal venous pressure. 
The specific gravity of the urine was 
1.020. There was 3+ proteinuria, 
packed red and white cells, and occa- 
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Fig. Il. Chest film, made shortly before death, show- 
ing evolution of the infiltrate. 


sional granular and cellular casts. How- 
ever, the blood urea nitrogen was only 
22 mg. per cent. It seems that this man 
probably did have parenchymal renal 
damage, although its etiology would ap- 
pear obscure. Since he had carcinoma of 
the prostate, one must consider urinary 
retention with secondary pyelonephritis; 
or did he have glomerulitis? His hemo- 
globin was 14.6 gm. per cent, which is 
very unusual in a man with this much 
chronic disease. The serum electrolytes 
were normal. Of particular interest is 
the carbon-dioxide combining power of 
23.6 mEq. per liter. I would have ex- 
pected it to be higher. It makes me won- 
der whether he had an alveolar capil- 
lary block syndrome. In the absence of 
an arterial oxygen saturation, however, 
such a diagnosis cannot be made. He 
had a low albumin and a relatively nor- 
mal globulin. This, of course, is uncom- 
mon in some of the diseases which might 
give us this clinical picture, specifically, 
Boeck’s sarcoid. The alkaline phospha- 
tase was normal; acid phosphatase, 2.4; 
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and prostatic fraction, 0.7 King-Arm- 
strong units. In 1933, Guttman developed 
the prostatic acid phosphatase determina- 
tion. However, false negatives are fre- 
quent with this test, since 20 per cent of 
patients with demonstrable metastatic 
prostate carcinoma do not have elevated 
prostatic acid or total acid phosphatase. 

The changing electrocardiogram and 
the right ventricular strain pattern were 
consistent with the chest findings. Did 
this man have left heart failure? Did he 
have coronary artery disease? I do not 
think we can make such a diagnosis 
without angina or at least a typical elec- 
trocardiographic pattern. 

With such a chest film, tuberculosis 
must be considered first. Diabetic pa- 
tients may have tuberculosis in the lower 
and middle lung fields with sparing of 
the apices. Dr. Zinneman told me that 
the Mantoux test was negative. This and 
the fact that multiple smears and cul- 
tures for acid-fast organisms were nega- 
tive seem to be definitely against pul- 
monary tuberculosis. I see no reason to 
incriminate actinomycosis, histoplasmo- 
sis, blastomycosis, coccidioidomycosis, or 
aspergillosis. Mucormycosis is an inter- 
esting possibility because of the throm- 
botic nature of the lesions, but most of 
the cases described have had a duration 
of one month or Could this be 
moniliasis? This disease may have a 
chronic course, such as in this patient, 
but, as in mucormycosis, the disease 
occurs in patients who are under ste- 
roid and antibiotic therapy. The only 
way to establish the diagnosis is by cul- 
ture of pulmonary tissue. 

Histiocytosis also should be considered. 
Amyloidosis is a possibility, but there is 
no evidence of cardiac or liver involve- 
ment. Eosinophilic granuloma or L6f- 
fler’s syndrome could be considered, but 
these lesions are not progressive. The pa- 
tient obviously did not have eosino- 
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philia, and this, of course, would rule 
out many of the parasitic infiltrations as 
well as L6ffler’s syndrome. Multiple pul- 
monary abscesses are a possibility, but I 
know of no primary focus in this case. 
Sarcoidosis would be compatible with a 
negative Mantoux, but the patient had 
neither hyperglobulinemia nor skeletal 
changes, palpable liver, or palpable 
spleen. 

Polyarteritis can give a similar pic- 
ture, but most of those cases are asso- 
ciated with pneumonias which may 
show exacerbations and remissions. Poly- 
arteritis gives bizarre symptoms and may 
involve the kidney and the heart. Weg- 
ener’s granulomatosis, a variant of poly- 
arteritis, may have pulmonary lesions. 
These, however, tend to cavitate. Such 
patients often die in uremia, and almost 
always there is an associated upper re- 
spiratory tract lesion, neither of which 
was true in this case. In passing, I might 
mention that rheumatoid arthritis may 
be associated with pulmonary infiltrate, 
due probably to a type of arteritis. Lu- 
pus erythematosus produces pleural in- 
volvement. This patient did not have a 
friction rub or pleural effusion. Is this 
a bronchogenic or metastatic carcinoma? 
The final picture is consistent with 
bronchogenic carcinoma and _ intrapul- 
monary spread, but the early films would 
not lead me to this assumption. A bron- 
chiolar carcinoma is possible, as Dr. Mc- 
Farlane states, but these patients almost 
always produce a thin, watery sputum 
that teems with malignant cells. Meta- 
static carcinoma of the prostate must, of 
course, be strongly considered, even 
though the acid phosphatase levels were 
normal. Multiple pulmonary emboli 
usually are not associated with this type 
of infiltrate. 

I believe that this man had diabetes 
mellitus, carcinoma of the prostate with 
widespread pulmonary metastases, and a 























Fig. III. Microscopic section of pancreas showing 
adenocarcinoma. 


superimposed moniliasis. I think anoth- 
er possibility is a diffuse type of angiitis 
similar to polyarteritis. My third choice 
would be a bronchiolar or bronchogenic 
carcinoma. 

DR. PAUL S. HAGEN: Could a pancre- 
atic carcinoma produce a picture like 
this? 

DR. MULHAUSEN: Yes. When I was talk- 
ing about metastatic carcinoma, I should 
have stated that there are 4 distinct car- 
cinomas which must be considered: hy- 
pernephroma, carcinoma of the stom- 
ach, prostatic carcinoma, and pancreatic 
carcinoma. 

DR. E. T. BELL: I think that the clinical 
diagnosis was carcinoma of the prostate 
with metastases to the lung, but that 
would be most unusual. 

DR. ZINNEMAN: May we have the stu- 
dents’ diagnoses? 

DR. HAGEN: Of the 9 students, 5 diag- 
nosed carcinoma, with 4 believing it to 


be a primary prostatic carcinoma with 
lung metastases. The other students im- 
plicated the cardiovascular system, con- 
sidering either myocardial infarction or 
myocardial insufficiency and _ left-sided 
heart failure. 

DR. ZINNEMAN: May we now hear from 
the pathologist? 


Pathologic discussion 


PATHOLOGIST: The lungs weighed 930 
and 920 gm. and were filled with irregu- 
larly outlined patches of confluent gray- 
ish-white to yellowish-white masses. The 
heart weighed 325 gm., and there was 
some evidence of mild right ventricular 
hypertrophy. The patient did have a 
carcinoma of the prostate. At autopsy, 
the prostate was extensively replaced by 
adenocarcinoma, which, however, did 
not extend outside the prostate. The 
head of the pancreas was large and firm, 
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Fig. IV. Microscopic section of lungs showing mucin- 
producing tumor cells which resemble those of the 
pancreas, 
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and the entire organ weighed 145 gm. 
There were small cysts with clear yellow 
and some mucinous fluid in the head, 
which was very intimately attached to 
the duodenum and had the gross appear- 
(figure III). The 
common bile duct was not compromised 
by this neoplasm. Each pleural cavity 
contained about 150 cc. of clear, slightly 
pink fluid. Microscopic section of the 
lungs showed pools of mucin, with only 
small accumulations of tumor cells. The 
tumor cells resemble those in the pan- 
creas (figure IV). There were also mul- 


ance of carcinoma 


tiple nodules in the liver, many of them 
1 to 2 cm. in diameter, having a similar 
composition of mucin-producing adeno- 
carcinoma. The liver weighed 1,540 gm. 

Clinical diagnosis: (1) diabetes melli- 
tus; and (2) carcinoma of prostate, with 
metastases to lung. ; 

Dr. Mulhausen’s diagnosis: (1) dia- 
betes mellitus; (2) carcinoma of pros- 
tate, with metastases to the lung; and 
(3) moniliasis. 

Pathologic diagnosis: (1) carcinoma 
of prostate; and (2) carcinoma of pan- 
creas, with metastases to lung and liver. 





PREPARATION Of elderly persons for operation should emphasize cor- 
rection of defects in the cardiorespiratory system. Aged patients are 
less able to detoxify or eliminate anesthetics and sedatives, and the 
safe range of response to such drugs is limited. A weakened myo- 
cardium, decrease in coronary blood flow, and sclerotic and incom- 
petent valves of the heart increase the hazards. 

Deficiency of circulating blood volume, electrolyte imbalance, and 
anemia should be rectified before operation. Patients with decreased 
ventilatory ability require preoperative inhalation therapy consisting 
of bronchodilators and detergents given through an IPPB apparatus; 
such treatment is continued for the first few days after surgery. Opera- 
tion should be delayed in patients with cardiac failure until control 
is achieved; rapid digitalization before anesthesia is not recommended, 
however. 

Sedatives may not be necessary before operation if the patient has 
adopted a placid or fearless attitude. If premedicants are employed, 
the dose is reduced to one-half or one-third of the usual therapeutic 
range. Atropine is the preferred belladonna drug. Scopolamine may 
cause the patient to be irrational and uncooperative, with mental 
delusions that persist for some time. 


KRUMPERMAN: Preoperative evaluation, preparation, and medication of the 


L. Ww. 
geriatric patient. Pennsylvania M. J. 64: 198-199, 1961. 


560 


GERIATRICS, OCTOBER 1961 





WHY ACID MANTLE? 


A DISTINCT THERAPEUTIC ENTITY 
Restores and maintains skin’s normal protective acidity — speeds natural 
healing and helps sensitive skin resist irritants and infection. 


A NOTABLE VEHICLE 

Special water-miscible, evaporable base assures better dispersion, greater 
concentration of active ingredients in contact with skin —increases response 
through its own therapeutic action. 


Supplied: in Creme and Lotion (pH 4.6) 





-in pruritus ani et vulvae... 


LIDA-MANTLE-HC crc 


lidocaine! and hydrocortisone alcohol in ACID MANTLE 


INTERRUPTS THE 
ITCH-SCRATCH CYCLE 


Stop itching to end scratching to start healing with... 


. 


» 


WORLD LEADER IN 
DERMATOLOGICALS 

















High-concentration topical salicylate-menthol therapy 
(BEN-GAY) offers safe, penetrating relief of painful 
joints and muscles resulting from overexertion. 





New, objective evidence: 


A double-blind study! has reaffirmed 
the exceptional efficacy and safety of 
conservative, local treatment of 
chronic rheumatic disorders with 
BEN-GAyY® (BAUME BENGUE), a high- 
concentration salicylate-menthol 
compound. 


The local and systemic effects of 
BEN-Gay were evaluated by entirely 
objective methods in 211 subjects of 
both sexes suffering from various 
types of chronic arthritis, bursitis, 
neuralgia, myalgia and lumbago. 
Changes in range of joint motion 
were determined by goniometer and 
by flexion. Topical application of 
BEN-GAyY measurably improved artic- 
ular function in 94% when physical 
therapy was also used, and in 61% 
without adjunctive treatment. Effi- 
cient absorption of salicylate through 
the skin was indicated by an average 
urinary excretion of 15 mg. in 24 
hours. No ill effects were reported 
or observed. 


Benefits of Topical Salicylate 


in chronic rheumatic disease 


Menthol-induced hyperemia plus high local concen- 
tration of salicylate has been recently rediscovered 
as one of the safest and most promptly effective 
remedies for rheumatoid discomfort due to exposure. 











This controlled study offers new evi- 
dence of the efficacy and safety of 
local treatment of chronic rheumatic 
disease with BEN-Gay, one of the 
safest and most reliable formulae at 
the physician’s disposal. BEN-Gay is 
available in two strengths, Regular and 
Children’s. THos. LEEMING & Co., INC., 
155 East 44th St., New York 17, N.Y. 
1Brusch, C.A., et al.: Md. State Med. J.; 5:36, 1956. 
| More efficient salicylate penetra- | 
tion of treated area and quicker | 
| relief of pain is now made pos- 
| sible by the water-washable | 
GREASELESS-STAINLESS BEN-GAY. 


| 
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CENTRAL ACTING PRESSURE LOWERING AGENT 





ANNOUNCING 


CAPLA 


A new drug that works in a new way 
to control blood pressure 
without serious side effects 
















Capla acts 
centrally at 

the brainstem 
vasomotor center 


Reduces blood pressure by central action 
is not a ganglionic blocker 








CAPLA™ 


(mebutamate, Wallace’ 
CENTRAL ACTING PRESSURE LOWERING AGENT 


Capla is a new kind of drug to treat 
hypertension. Chemically, Capla is 
2-methyl]-2-sec- butyl-1, 3-propane- 
diol dicarbamate. It is unrelated 
chemically to any other antihyper- 
tensive agent. Capla does not block 


ganglia, reduce blood volume or in- 


terfere with neurohormonal balance. 


New therapy 
for hypertension 
Because of its action at the brain- 
stem vasomotor control center, 
Capla is a new therapy for hyperten- 
sion. It is effective alone in the treat- 
ment of mild to moderate hyper- 
tension, and can be combined with 
diuretics or peripherally acting anti- 
hypertensives in more severe cases. 


Exceptionally 

well tolerated 
Capla acts rapidly, producing sub- 
stantial blood pressure reduction 
within two hours, yet it does not 
produce postural hypotension. It 
has proved exceptionally well tol- 
erated in clinical use and has no 
known contraindications. Capla has 
not produced changes in renal, hem- 
atological, hepatic or endocrine func- 
tion. It is rapidly eliminated and has 
no cumulative effects. 
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Controls 
blood pressure 


without serious 
side effects 


Capla does not produce depression, 
postural hypotension, nasal congestion 
or gastric hyperacidity 


CENTRAL ACTING PRESSURE LOWERING AGENT 


CAPLA" 


(mebutamate, Wallace 


Capla helps minimize one of the 
most difficult problems of hyperten- 
sion therapy — unwanted and often 
serious side effects. 

With Capla you have effective 
therapy without the unpleasant 
side effects which often cause pa- 
tients to abandon treatment. 

Side effects with Capla, when they 
do occur, are mild and usually tran- 
sient. Transient drowsiness some- 
times occurs, usually at higher dos- 
age. 

Mild calming effect 


Patients on Capla often report a 
mild calming effect. This effect, to- 
gether with the unusual freedom 
from serious side effects, makes ther- 
apy gratifying for both the patient 
and the physician. 


Compatible 
with other drugs 
Hypertensive patients with other 
disorders can receive Capla along 
with other medications. 

For example, patients with con- 
gestive heart failure, angina, and 
diabetes mellitus can receive Capla 
along with such medications as digi- 
talis, nitrates, and insulin—without 
aggravating these other disorders. 
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Average Reductions In Systolic And Diastolic Blood Pressure Reported With Capla 
(325 patients) 


mm/Hg MILD MODERATE SEVERE 
B.P. up to 180/100 B.P. from 180/100 to 210/115 B.P. over 210/115 
225 —— 
SYST. 
200 —— me 


ME iasr. 


175 —— 


150 —— 


125 eee 


100 —— 


ome 75 





Before After Before After Before 
Usual dose, Capla 300 mg., q.i.d.—duration of therapy, 3 weeks to over 1 year. 





These data show that Capla reduces both systolic and diastolic blood pressure, usu- 
ally in proportion to initial pre-treatment elevations. 


DOSAGE: the recommended dose of Capla is 
one 300 mg. tablet three or four times daily, 


™ before meals and at bedtime. The dosage 
C APL A should be adjusted. to individual require: 
ments; for example, older patients may re 
CENTRAL ACTING PRESSURE LOWERING AGENT quire lower dosage. 
; COMPOSITION: each white, scored tablet 
WW) Wallace Laboratories contains 300 mg. of, Capla (mebutamate, 
Af Cranbury, New Jersey Wallace). 


SUPPLIED: bottles of 100, scored tablets. 
Literature and samples to physicians on request. 
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in report after report... 


“.CHLORESIUM Ointment tended to produce a clean granu- 
lating wound.”* 


“..prompt, clean healing with firm granulation.” 


“ effective...in facilitating growth of granulation tissue and 
epithelization.’* 


“..an active agent in restoring affected tissues to a state 
conducive to normal repair..." 


“promotes granulation more rapidly and of better quality....”* 


consistently 
effective in 
pressure sores 


CHLORESIUM......... 


Reliably effective, totally free of undesirable side effects, CHLORESIUM Ointment is 
broadly accepted as a healing agent of choice in decubitus ulcers and other resistant 
lesions. Its active ingredient, water-soluble chlorophyllin, speeds tissue repair, soothes 
local irritation and eliminates chronic wound odor as well. 


CHLORESIUM Ointment—0.5% water-soluble chlorophyll derivatives in a hydrophilic base. In 1-0z, and 4-o0z. 
tubes and special hospital size. 


CHLORESIUM Solution—0.2% water-soluble chlorophyll derivatives in isotonic saline solution. In 2-0z. and 8-oz. 
bottles and special hospital size. 


References (1) Moss, N. H.; Morrow, B. A.; Long, R. C., and Ravdin, I. S.: J.A.M.A, 140:1336, 1949. (2) Niemiro, 
B. J.: Journal-Lancet 71:364, 1951. (3) Combes, F. C.; Zuckerman, R., and Kern, A, B.: New York J. Med. 52:1025, 
1952. (4) Lowry, K. F.: Postgrad. Med. 11:523, 1952. (5) Diamond, 0. K.: New York J, Med. 59:1792, 1959. 


Samples and literature available on request 


—_— 
Mount Vernon, New York ses60 
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Terrastatin (oxytetracycline with glu- 
cosamine and nystatin) provides the 
established antibiotic dependability of 
Terramycin® plus the potent antifun- 
gal activity of nystatin, which has a 
significant prophylactic action against 
intestinal monilial overgrowth. 


INDICATIONS: Effective against both 
gram-positive and gram-negative bac- 
teria, rickettsiae, spirochetes, large 
viruses, and certain parasites (amebae, 
pinworms), Terrastatin is indicated in 
a great variety of infections due to sus- 
ceptible organisms, e.g., infections of 
the respiratory, gastrointestinal, and 
genitourinary tracts, surgical and soft- 


*infants 


*debilitated or 
elderly patients 


wherever 
monilial superinfection 
is a particular hazard* 


Terrastatin’ 


OXYTETRACYCLINE WITH GLUCOSAMINE PLUS NYSTATIN 


capsules and for oral suspension 


the antibiotic effectiveness of 
Terramycin enhanced 
with antifungal activity 





* diabetics 


SIDE EFFECTS AND PRECAUTIONS: If 
superimposed infection caused by re- 
sistant staphylococci is observed, the 
antibiotic should be discontinued, and 
a therapeutic trial of other antibiotics 
as indicated by susceptibility testing 
may be initiated. Aluminum hydroxide 
gel has been shown to decrease anti- 
biotic absorption and is therefore con- 
traindicated. Glossitis and allergic re- 
actions are rare. Nystatin is virtually 
nontoxic and nonsensitizing ; side effects 
are seldom observed. There are no 
knowncontraindications to glucosamine. 


SUPPLIED: Terrastatin Capsules, 250 
mg. of oxytetracycline with 250 mg. of 


tissue infections, ophthalmic and otic infections, and many others. glucosamine and 250,000 units of 
The added protection afforded by Terrastatin against monilial nystatin, bottles of 50. Terrastatin for 
superinfection is especially important for those patients who Oral Suspension, each 5 cc. teaspoonful 
are most likely to be susceptible to the overgrowth of Candida of reconstituted suspension contains 


albicans. 


125 mg. of oxytetracycline with 125 mg. 
of glucosamine and 125,000 units of 


ADMINISTRATION AND DOSAGE: Adults: Dosage providing 1 Gm. nystatin, 60 cc. bottles. 

of oxytetracycline daily in four divided doses is usually effective. 

In severe infections, 2-4 Gm. daily may be indicated. Infants and More detailed professional information 
children: 10-20 mg. of oxytetracycline per lb. of body weight daily. available on request. 


Science for the world’s well-being® 


(Pfizer) PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. New York 17, New York 
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Book reviews 


All books intended for review and all correspondence relating 
to this departent should be sent to Book Editor, 
GERIATRICS, 84 South Tenth Street, Minneapolis 3, Minnesota. 


Principles of Orthopaedic Surgery 


PAUL C. COLONNA, M.D., 1960. Boston: 
Brown & Co. 750 pages. Illustrated. $22.00. 


Little, 


This book is a revision of the text written 
originally from lecture notes, aided by the 
knowledge gained in a busy practice and 
long experience in teaching orthopedic sur- 
gery to students and residents. 

The book is intended primarily as a teach- 
ing text for medical students and orthopedic 
trainees. It is written in an orderly fashion, 
The 


anatomy of each area is described. Ortho- 


and many conditions are discussed. 


pedic surgery is covered from _ pediatrics 
through geriatrics. 

Dr. Colonna’s discussion of degenerative 
arthritis in the elderly is particularly good, 
with reference to conservative measures of 
treatment and to the operative treatment 
that may occasionally be indicated. 

While the section on fractures of the hip 
describes operative treatment, it also de- 
scribes in detail the Whitman and Ledbetter 
methods of reducing fractures of the neck 
of the femur and of immobilization for six 
to nine months in a hip spica cast. This is 
an outmoded form of treatment of these 
fractures in elderly persons and apparently 
is described only for completeness. 

The 
dures available in treating an elderly indi- 


discussion of reconstructive proce- 
vidual after failure of earlier treatment for 
a hip fracture is particularly good. 

This reviewer disagrees with the following 
items: (1) the use of colonic irrigation for 
treatment of low back pain, (2) fusion of a 
sacroiliac joint for chronic muscular strain 
of the low back with negative roentgeno- 
graphic findings, and (3) the recommended 
initial of sulfadiazine for 


dose of 60 gm. 
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treating gynococcal arthritis. This latter is a 
typographic error and should be 60 gr. 

In spite of the above criticism, this is a 
well-written book and should continue to 
serve the purpose for which it was written. 

LEE T. FORD, M.D. 
St. Louis 


Valvular Diseases of the Heart 
in Old Age 


P. D. BEDFORD, M.D., and F. 1. CAIRD, D.M., 1960. 
Boston: Little, Brown & Co. 160 pages. Illustrated. 
$7.50. . 


The 


subject to valvular diseases of the heart in 


authors have chosen to limit their 
elderly people. They have unusual oppor- 
tunity, by virtue of their appointment, to 
critically study these diseases in the aged. 
It is a most interesting and needed evalua- 
tion of this problem. Physicians familiar 
with valvular heart disease in the aged are 
surprised at how often valvular stenoses 
and regurgitations, as well as congenital 
defects, are overlooked by the uninitiated 
examiner. Too often we think of the con- 
genital defects as being limited to the young 
and to the adolescents and that rheumatic 
defects are of no importance to those who 
have grown old. 

The 
usual 
thors were able to bring together many 
observations of clinical significance. They 
have carefully evaluated the material from 
the standpoint of valvular disease in old 
people. They not only emphasize diagnostic 
features and physical diagnoses but enter 
into clinical discussion. They discuss the 


available is un- 
that the au- 


material that was 


and is concentrated so 


treatment of heart disease in this particular 
(Continued on page 72A) 
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Clinical evidence! of the effectiveness and safety 

of Metrecal for weight reduction, continues 

to accumulate. Excellent patient cooperation noted! 
has been attributed to the high satiety of Metrecal, 
its palatability, good tolerance, and simplicity in use. 
A series of case histories, published reports, 

and brochures of scientific exhibits 

are available on request. 


References: (1) Roberts, H. J.: Am. J. Clin. Nutrition 8 :817-832 
(Nov.-Dec.) 1960. (2) Tullis, I. F., and Allen, C. E.: Current 

Therap. Res. 3:152-159 (April) 1961. (3) Antos, R. J.: Southwestern 
Med. 40 :695-697 (Nov.) 1959. (4) Tullis, I. F.; Allen, C. E., 

and Overman, R. R.: Simple Effective Weight Reduction : 

A Clinical Study, Scientific Exhibit, 6th Internat. Cong. 

Int. Med., Basel, Switzerland, Aug. 24-27, 1960. 
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Quality products from nutritional research 
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BECAUSE POOR DIABETIC CONTROL 
INCREASES THE THREAT OF VASCULAR 
COMPLICATIONS IN DIABETES":. 
DIABINESE FIRST FOR ADEQUATE AND 
CONTINUOUS ORAL CONTROL 








Oral therapy with DIABINESE can help assure 
more adequate blood-sugar control in many 
maturity-onset diabetics, including certain pa- 
tients now poorly controlled by diet alone, 
some patients on insulin, and many who escape 
control on previous oral therapy. 


Diabinese and diet 

In patients with maturity-onset diabetes whose 
blood sugar remains elevated despite weight 
and/or caloric control, DIABINESE is frequently 
effective in doses of 100 to 250 mg. a day. Fur- 
ther, unlike insulin, DIABINESE has not been 
reported to increase appetite, and residual 
capacity for endogenous beta cell activity is 
stimulated. Thus, DIABINESE combined with 
dietary regulation will often ensure more satis- 
factory control than ‘‘diet alone.’’ 


Diabinese and the 
insulin patient 


DIABINESE has proved to be an effective replace- 
ment for insulin among maturity-onset pa- 
tients needing 40 units or less per day. This 
application of DIABINESE is especially valuable 
in patients who should not be exposed to the 
hazards and inconvenience of self-administered 
injection—those with poor eyesight, the infirm 
and elderly, and the emotionally disturbed. 
Transfer from insulin to DIABINESE in proper 
dosage lessens the risk of hypoglycemia, and may 
enable certain patients to resume occupations 
where insulin shock is considered dangerous. 


7OA 


In selected patients in whom insulin require- 
ments have become quite high, combined ther- 
apy With DIABINESE sometimes permits reduc- 
tion of insulin dosage and helps to improve 
control.’ Patients with insulin resistance may 
sometimes be similarly helped by replacement 
of part of the daily insulin dosage.* 


Diabinese from the start 
Continuous control in suitable candidates for 
sulfonylurea therapy is more likely to be 
achieved with DIABINESE. According to the 
A.M.A. Council on Drugs,’ observations indi- 
cate that ‘‘on an equivalent dose and blood 
level basis, chlorpropamide has a somewhat 
greater therapeutic effect than has tolbuta- 
mide.’’ This therapeutic superiority is reflected 
in the results of clinical observations like those 
of Fineberg,® who compared the effect of 
DIABINESE in 50 patients with the effect of tol- 
butamide in 35 patients. He concluded that 
‘‘chlorpropamide produced satisfactory con- 
trol of the diabetes in almost twice as great a 
percentage (76 versus 43 per cent) of patients 
than did tolbutamide, and excellent control in 
more than twice as great a percentage (74 
versus 31 per cent).’’ 


1. Johnsson, S.: Diabetes 9:1, 1960. 2. El Mahallawy, 
M. N., and Sabour, M. S.: J.A.M.A. 173:1783, 1960. 
3. Editorial: Brit. M. J. 1:188, 1961. 4. Dunean, L. J. P., 
and Baird, J. D.: Pharmacol. Rev. 12:91, 1960. 5. A.M.A. 
Council on Drugs: New and Nonofficial Drugs, 1961, 
Philadelphia, Lippineott, 1961, p. 657. 6. Fineberg, 
8. K.: J. Am. Geriat. Soe. 8:441, 1960. 
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BLOOD-SUGAR CONTROL 
Diabinese 


economical once-a-day dosage 


the oral antidiabetic 
most likely to succeed 





IN BRIEF \. 


DIABINESE, a potent sulfonylurea, provides 
smooth, long-lasting control of blood sugar per- 
mitting economy and simplicity of low, once-a-day 
dosage. Moreover, DIABINESE often works where 
other agents have failed to give satisfactory control. 


INDICATIONS: Uncomplicated diabetes mellitus 
of stable, mild or moderately severe nonketotic, 
maturity-onset type. Certain “brittle” patients may 
be helped to smoother control with reduced insulin 
requirements. 


ADMINISTRATION AND DOSAGE: Faniliar- 
ity with criteria for patient selection, continued 
close medical supervision, and observance by the 
patient of good dietary and hygienic habits are 
essential. 


Like insulin, DIABINESE dosage must be regulated to 
individual patient requirements. Average mainte- 
nance dosage is 100-500 mg. daily. For most patients 
the recommended starting dose is 250 mg. given 
once daily. Geriatric patients should be started on 
100-125 mg. daily. A priming dose is not necessary 
and should not be used; most patients should be 
maintained on 500 mg. or less daily. Maintenance 
dosage above 750 mg. should be avoided. Before 
initiating therapy, consult complete dosage infor- 
mation. 


SIDE EFFECTS: In the main, side effects, e.g., 
hypoglycemia, gastrointestinal intolerance, and neu- 
rologie reactions, are related to dosage. They are 


Science for the world’s well-being® Pfizer) 


not encountered frequently on presently recom- 
mended low dosage. There have been, however, oc- 
casional eases of jaundice and skin eruptions pri- 
marily due to drug sensitivity; other side effects 
which may be idiosyneratie are occasional diarrhea 
(sometimes sanguineous) and hematologic reactions. 
Since sensitivity reactions usually occur within the 
first six weeks of therapy, a time when the patient 
is under very close supervision, they may be readily 
detected. Should sensitivity reactions be detected, 
DIABINESE should be discontinued. 


PRECAUTIONS AND CONTRAINDICATIONS: 
If hypoglycemia is encountered, the patient must 
be observed and treated continuously as necessary, 
usually 3-5 days, since DIABINESE is not significantly 
metabolized and is excreted slowly. DIABINESE as the 
sole agent is not indicated in juvenile diabetes mel- 
litus and unstable or severely “brittle” diabetes 
mellitus of the adult type. Contraindicated in pa- 
tients with hepatic dysfunction and in diabetes 
complicated by ketosis, acidosis, diabetic coma, 
fever, severe trauma, gangrene, Raynaud’s disease, 
or severe impairment of renal or thyroid function. 
DIABINESE may prolong the activity of barbiturates. 
An effect like that of disulfiram has been noted when 
patients on DIABINESE drink alcoholic beverages. 


SUPPLIED: As 100 mg. and 250 mg. seored chlor- 
propamide tablets. 


More detailed professional information available on 
request. 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. New York 17, New York 
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age group. The book also includes statis- 
tical methods and tables which are inter- 
esting and of value. 

This small volume encompasses almost 
every phase and complication that may oc- 
cur in valvular heart disease. The material 
has been well selected, the book is well 
designed and printed, and the material is 
presented in a readable form. This is a 
valuable addition to our present knowledge 
of valvular heart diseases, particularly as 
it relates to the existence of these diseases 
in old age. 

JOHN F. BRIGGS, M.D. 
St. Paul 


Parkinsonism: Its Medical and 
Surgical Therapy 

IRVING S. COOPER, M.D., 1961. Springfield, IIl.: 

Charles C Thomas. 228 pages. Illustrated. $16.50. 
Increasing attention has been directed in 
recent years to the treatment of parkinson- 
ism. The disorder is of far-reaching im- 
portance not only because of the numbers 
of patients involved but because of the 
disability produced in the productive years 
of life. Probably no gerontologist has es- 
caped being questioned about the surgical 
treatment of the disease, and comprehen- 
sive discussions of the problem have not 
received widespread attention. 

It is natural and appropriate that this 
volume should deal with the author’s own 
extensive experience in chemical-surgical de- 
struction of the globus pallidus and ven- 
trolateral areas of the thalamus as a ther- 
apeutic measure in reducing both tremor 
and rigidity in the variable clinical syn- 
drome of parkinsonism. In this regard, how- 
ever, the content is not a fair reflection of 
the title. The medical aspects of parkin- 
sonian management are combined with a 
brief historical résumé, and both are sum- 
marily completed in the first 13 pages, 
not without a few misleading implications 
concerning the drugs described. 

Of considerable value to the understand- 
ing of prior work in therapeutic destruc- 
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tive surgery is a concise, clearly illustrated 
review of the several other methods of at- 


tacking and altering extrapyramidal rela- 
ships. Some of these are now of historical 
interest but others are important not only 
as investigative tools but as practical ther- 
apeutic measures. 

The excellent diagrammatic illustrations 
are of value again in the section describing 
the actual technic of the procedure as it 
is employed by the author and _ his as- 
sociates. 

A group of selected case reports with 
roentgenographic and diagrammatic illustra- 
tions of the therapeutic lesions and a brief 
comment on the general clinical result is 
interesting, although of less value, since it 
does not allow evaluation of average re- 
sults in the extensive series of 1,500 op- 
erations on patients selected from over 5,000 
candidates. 

Dr. Cooper indicates that selection, care, 
and experience have allowed reduction of 
operative mortality from 2.3 to 1 per cent, 
and additional morbidity is inferred to be 
negligibly slight. 

This book is an enthusiastic plea by a 
skilled and experienced neurosurgeon for 
an empiric and sometimes dramatic aid in 
control of parkinsonism. It deserves thought- 
ful and critical appraisal by all physicians 
who are considering this therapy for their 
patients, but the reader must remember 
that therapeutic enthusiasm deserves tem- 
pering with cautious conservatism. 

O. M. REINMUTH, M.D. 
Miami, Florida 


Surgical Diseases of the Pancreas 


JOHN M. HOWARD, M.D., and GEORGE L. JORDAN, 

JR., M.D., 1960. Philadelphia: J. B. Lippincott. 588 

pages. Illustrated. $20.00. 
The lucid, concise style that makes reading 
easy is an outstanding attribute of this long- 
needed book on the surgical diseases of the 
pancreas. The uniformity of presenting the 
various aspects promotes clarity and ease in 
understanding. 

Sections on treatment of chronic pancre- 
atitis, pancreatitis in the postoperative peri- 

(Continued on page 77A) 
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“inside look” at a 


remarkable 
advance 

in topical steroid 
therapy 


The unique base, Veriderm, com- 
bined with the outstanding anti- 
inflammatory steroid, Medrol, 
provides effective treatment of 
dermatoses. 


Veriderm Medrol Acetate consists 
of Veriderm, a base closely 
approximating the composition of 
normal skin lipids, and Medrol 
Acetate, the highly effective, 
dependable corticoid. 


Topical use of Veriderm Medrol 
Acetate produces symptomatic 
relief and objective improvement 
of dermatoses, and at the same 
time aids in correcting dry skin 
conditions. Veriderm Medrol Ace- 
tate, less greasy than an ointment 
and less drying than a lotion, is 
indicated in atopic, contact, or 
seborrheic dermatitis, and in 
neurodermatitis, anogenital pru- 
ritus, and allergic dermatoses. 


Available _in four formulations: Veriderm Medrol Acetate 
25% ~ Fa ch gram contains: Medrol (methyiprednisolone) 
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aromatics. (Veriderm Medrol Acetate 1% is also hte 
For yal tiened eo secondary infection: Veriderm Ne: 
edral Ace’ Each gram contains: Medrot meth: 
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Where’s 
the arthritic 
this 
morning? 


The first long-acting oral steroid, Medrol Medules 
gives the arthritic patient therapeutic action that 
continues through the night. In many cases, 
morning stiffness can become a thing of the past. 

The slow, steady release of methylpredniso- 
lone often provides greater effectiveness, with 
less frequent administration and sometimes a 
reduced total daily dosage. 

Many of your arthritic patients, too, can wake 
up comfortable on Medrol Medules. 


Dosage: The following dosages are recommended in rheumatoid arthritis: 


Initial Maintenance 
PE De oe eee AROOROMN: 6 ccesecdsos 6 to 12 mg. 
Moderately severe ...... Bib SOME. Kix d0505<ea% 4to 8 mg. 
oe OTE EL Te Sie Bae 6.6555 bowaw.4 Z2to 6 mg. 
ae ly od Mee eee 2to 8 mg. 


With Medrol Medules, it may be possible to reduce the total daily dose by %. 
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Thanks to 
Medrol 
Medules, 

he woke up 
comfortabie 
and he’s 
already 

on the go. 


Indications and effects: Medrol benefits (anti-inflammatory, antiallergic, anti- 
rheumatic, antileukemic, antihemolytic) have been demonstrated in acute 
rheumatic carditis, rheumatoid arthritis, asthma, hay fever and allergic dis- 
orders, dermatoses, blood dyscrasias, and ocular inflammatory disease involv- 
ing the posterior segment. 

Precautions and contraindications: Because of Medrol’s high therapeutic ratio, 
patients usually experience dramatic relief without developing such possible 
steroid side effects as gastrointestinal intolerance, weight gain or weight loss, 
edema, hypertension, acne, or emotional imbalance. 

As in all corticotherapy, however, there are certain cautions to be observed. 
The presence of diabetes, osteoporosis, chronic psychotic reactions, predispo- 
sition to thrombophlebitis, hypertension, congestive heart failure, renal insuf- 
ficiency, or active tuberculosis necessitates careful control in the use of steroids. 
Like all corticosteroids, Medrol is contraindicated in patients with arrested 
tuberculosis, peptic ulcer, acute psychoses, Cushing’s syndrome, herpes simplex 


keratitis, vaccinia, or varicella. 
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Medrol 


(methylprednisolone) 2 mg. or 4 mg 
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Each capsule contains: 
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od, pancreatic cysts, hyperinsulinism, tu- 
mors, resections, and fistulae are compre- 
hensive. The bibliography is outstanding in 
its completeness, and the illustrations are 
excellent. Clear, concise descriptions of op- 
erative technics are presented. Appropriate- 
ly, meconium ileus is discussed with dis- 
eases of the pancreas. 

The mystery of pathogenesis of pancre- 
atitis is omitted. The authors fail to denote 
that the evidence is too inconclusive to es- 
tablish that gallstone and alcoholic pancre- 
atitis are different pathogenetically. A short 
chapter describing current investigation into 
the physiologic, cellular, chemical, and en- 
zyme changes in the gland during the de- 
velopment of pancreatitis, with some postu- 
lation as to the future in understanding and 
treatment, would have added greatly to the 
value and future use of this book. 

JESSE H. MEREDITH, M.D. 
Winston-Salem, North Carolina 


Diagnosis and Treatment of Tumors 
of the Chest 

DAVID M. SPAIN, M.D., editor, 1960. New York: 

Grune & Stratton. 365 pages. Illustrated. $14.75. 
This excellent volume, sponsored by the 
American College of Chest Physicians, pre- 
sents a comprehensive but concise review 
of tumors of the chest. The book consists 
of 23 chapters, each written by a distin- 
guished expert in a particular branch of 
medicine, dealing with chest tumors. Var- 
ious aspects of etiology, pathogenesis and 
pathology, experimental production of 
tumors, early diagnosis, and treatment are 
covered. 

Although the majority of the volume is 
devoted to bronchogenic carcinoma, there is 
good coverage of other pulmonary tumors, 
both primary and secondary. Mediastinal, 
pleural, chest wall, and esophageal lesions 
are also covered in some detail. 

Valuable tables on incidence, location, 
symptomatology, and therapeutic results, as 
well as complications, are presented. The 


sections on radiologic diagnosis and on treat- 
ment are particularly informative, and the 
analysis of therapeutic results is presented 
in a lucid and scientific manner. 

The illustrations and tables are of excel- 
lent quality and are easy to follow when 
reading the text. The book is well indexed. 
The bibliography is adequate but is not 
of the type that one might expect to find 
in an exhaustive study of all the aspects 
of chest tumors. This book should be of great 
value to undergraduate students and to 
practitioners of medicine. It should also be 
of interest to specialists in thoracic disease 
and should serve as a model for other 
authors and groups interested in covering 
an important subject in a comprehensive 
yet concise and lucid manner. 

RICHARD GREENSPAN, M.D. 
New Haven, Connecticut 


Adrenergic Mechanisms 


G. E. W. WOLSTENHOLME and MAEVE O'CONNOR, 

editors, 1960. Boston: Little, Brown & Co. 632 

pages. Illustrated. $12.50. 
This important volume presents the ma- 
terial from a CIBA Foundation symposium, 
conducted with the cooperation of the Brit- 
ish Pharmacological Society, in which 77 
scientists gave papers or contributed dis- 
cussion. Both peripheral and central nerv- 
ous system adrenergic activities were ana- 
lyzed. The discussions of peripheral adren- 
ergic mechanisms seemed to be the most 
satisfactory, since they rest on more than 
fifty years of experimental and_ theoretic 
study. 

The origin, storage, release, and metabo- 
lism of epinephrine and norepinephrine are 
discussed. There is further consideration 
of both experimental and clinical studies 
on bretylium and guanethidine, the two 
compounds of clinical therapeutic interest 
which seem to prevent the release of ad- 
renergic mediators from sympathetic post- 
ganglionic fibers. Of practical interest is a 
detailed account of these two new and in- 
teresting drugs in the management of es- 
sential hypertension, including the unusual 
or toxic effects from these agents. 

(Continued on page 84A) 
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YOUR UNRESPONSIVE “ARTHRITIC” NENA =} = 
SUFFERING FROM CHRONIC GOUTY ARTHRITIS 


At least 5 per cent of all patients suffering from arthritis really have gouty arthritis.! Although frequently overlooked,” 
gouty: arthritis: is readily diagnosed if one remembers this possibility ia all patients with chronic joint distress. Elevated 


= serum uric acid levels, pain relief with colchicine and occurrence of tophi are valuable diagnostic aids. Once clinically 


confirmed, chronic gouty arthritis responds successfully to TRIURATE.® 

TRIURATE combines in one tablet three effective agents for the management of gouty arthritis: FLEXIN® Zoxazolamine,* 
a potent uricosuric agent; Colchicine, for preventing acute attacks; and TYLENOL" Acetaminophen, the effective analgesic 
which does not interfere with uricosuric action. Thus, TRIURATE promptly relieves chronic discomfort, prevents acute 
flare-ups, reduces tophi, and prevents formation of new deposits. 


PRIURATE 


the full-range therapy for gouty arthritis and chronic gout 


Average Dose: One tablet three times a day after meals. Supplied: Beige, scored tablets, imprinted McNEIL, bottles of 50. Each tablet contains: FLEXIN® 
loxazolamine* 100 mg., Colchicine 0.5 mg., and TYLENOL® Acetaminophen 300 mg. 


1) Boland, E. W.: World-Wide Abstr. Gen. Med. 3:11, 1960. (2) Lockie, L. M.: Am. J. Orthopedics 2:252, 1960. *U.S. Patent No. 2,890,985 
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One daily dose controls 
edema and hypertension 
around the clock 


Every tablet delivers 24 hours’ continuous thiazide action 


Trademark 


(Methyclothiazide, Abbott) Supplied in 2.5 and 5 mg. grooved tablets. 


Enduron’s duration of action is neatly 
matched to the 24-hour day. This 24- 
hour duration permits an ideal dosage: 
“Once a day, every day.” Easy for you 
to supervise, and handy for your pa- 
tients, with fewer forgotten doses, and 
no gaps in your therapy. 

Diuretic response is smooth and con- 
tinuous. Patients continue to eliminate 
excess sodium at a rate well above con- 
trol levels throughout the entire 24- 
hour period.! 


POTASSIUM CONTROL SIMPLIFIED 


Potassium depletion is rare. Enduron’s 
single daily dose causes but a single 
temporary peak of potassium loss. 
Moreover, Enduron’s effect on potas- 
sium has upper limits. Thus doubling 
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the single dose from 5 to 10 mg. ap- 
proximately doubles the output of 
sodium; yet under this same condi- 
tion, potassium output increases little 
or not at all.” 

Use Enduron to treat the edema of 
congestive heart failure, the nephrotic § 
syndrome, hepatic cirrhosis, pre- 
menstrual tension, or steroid therapy. 
Enduron also demonstrates significant 
antihypertensive effect."* You may 
use it as a primary measure for mild 
to moderate hypertension, or as an 
adjunct in more severe cases. 

=| 


1. Ford, R. V. Current Therap. 
Res., 2:422-430, Sept., 1960. 
2. Fuchs, Morton, and Seller, 
Robert H., to be published. 
3. Bryant, J. M., et al., Current 
Therap. Res., 3:1-4, Jan., 1961. 
































Where blood pressure climbs 
—keep it under control with 


Enduronyl 


Announcing a once-a-day thiazide/rauwolfia antihypertensive 


ENDURONYL 





Trademark 


(Methyclothiazide and Deserpidine, Abbott) (ENDURON ™ and HARMONYL’*) 


Yes, just once daily is the dose for 
hypertension. Blood pressure starts 
down steadily: improvement usually is 
substantial within 10 days. Further 
reduction may continue over following 
weeks. At the same time, excess sodium 
and water are consistently eliminated. 

Giving Enduronyl just once a day 
means fewer forgotten doses. A 
smoothly sustained therapeutic 
response, too. 

On the other hand, single doses 
produce only one low, brief peak of 
potassium excretion. Hence one-a-day 
dosage means reduced chance of 
potassium depletion, since there’s 
but one daily boost to the patient’s 
potassium outgo. 
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WHAT IS ENDURONYL? 


Enduronyl combines two well- 
established antihypertensive agents: 
(1) Enduron, Abbott’s long-acting 
thiazide diuretic, and (2) Harmony], 
a rauwolfia derivative of low side 
effects. Together they provide greater 
hypotensive action than with 
either alone. 

Enduronyl is supplied in two 
formulas, to cover a wide range of 
cases from mild to moderately severe 
hypertension. Would you like the 
literature? Write Abbott, North 


Chicago, III. 
assotTt 


Supplied: 

Enduronyl—(5 mg. Enduron, and 0.25 mg. 
Harmony!) 

Endurony! Forte—(5 mg. Enduron, and 0.5 
mg. Harmonyl) 











SEVERE DEBILITY | 


DURABOLIN improves outlook and appetite, stabilizes protein and 
mineral metabolism, arrests weight loss, restores strength, vitality. 





The broad elimical 


anabolic therapy with 


BEFORE AND 
AFTER SURGERY 
DURABOLIN fortifies 

the “‘poor risk’’ patient, 
checks nitrogen loss, 
hastens tissue repair. 


Organon 





For comprehensive literature, write Organon Inc., West Orange, N.J. 
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DuRABOLIN (nandrolone phenpropionate) is a 
potent long-acting anabolic stimulant. In many 
types of illness and injury, DURABOLIN helps 
speed recovery by reversing catabolic processes, 
rapidly establishing positive nitrogen balance. 
A single intramuscular injection weekly or 
bi-weekly for 12 weeks provides effective ana- 
bolic stimulation with little risk of virilizing or 
hepatotoxic effects. And, because long-acting 
DURABOLIN is given parenterally, you can be 
certain your patient has received the correct 
dose, observe his progress directly. 


Dosage: Adults: 50 mg., then 25 to 50 mg., 
i.m., weekly for twelve weeks, Children: 2-13 
years—25 mg., i.m., every 2 to 4 weeks. 
Infants: half children’s dose. 

Supplied: DuRABOLIN (25 mg./cc.) 5-cc. vials, 
l-cc. ampuls (box of 3). DuRABOLIN-50 (50 
mg./cc.) 2-cc. vials. 












INOPERABLE MAMMARY CARCINOMA 
In patients responsive to anabolic 
(androgenic) therapy, DURABOLIN helps 
reduce pain, improves outlook. 








OSTEOPOROSIS 

DURABOLIN helps relieve pain, increase 
mobility through remineralization and 
reconstruction of the skeletal protein matrix. 





usefulness of long-acting 
Durabolin’ 





UNDERWEIGHT CHILDREN 


DuRABOLIN helps increase appetite, 
strength and vitality, stimulates gains in 
solid, muscular weight and height. 
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No agreement has yet been reached on 
the mechanism of action of adrenergic me- 
diators. In addition to norepinephrine, an- 
other catecholamine, dopamine, has been 
found in cells of the brain. It appears to 
be a possible adrenergic mediator in the 
extrapyramidal system. 

The excellent summary of ‘the present 
knowledge of adrenergic mediators and 
mechanisms should be very helpful to the 
clinician concerned with the management 
of hypertension or with the use of mona- 
mine oxidase inhibitors. The speculative 
consideration of mechanisms of adrenergic 
activity will be extremely interesting to the 
student of pharmacology. 

The frank discussions are particularly 
stimulating and often are more thought- 
provoking and informative than the formal 
presentations on which the symposium is 
based. An interesting feature of the sym- 


posium is the modest introduction by Sir 

Henry Dale, who, fifty years previously, 

published his classic study on the biolog- 

ically occurring amines and their biolog- 
ically active derivatives. 

BERNARD H. MARKS, M.D. 

Columbus, Ohio 


Management of Hypertensive Diseases 


JOSEPH C. EDWARDS, M.D., 1960. St. Louis: C. V. 

Mosby. 439 pages. Illustrated. $15.00. 

Dr. Edwards states in his preface that his 
book was written “for the busy physician 
in practice who wants the latest information 
on the treatment of hypertension and guid- 
ance in selecting proper medication for a 
particular patient.” 

The first 5 chapters concern themselves 
with aspects of essential hypertension: di- 
agnosis, physical and laboratory findings, 
associated cardiovascular changes and _ their 
management, electrocardiographic changes, 
and natural history and prognosis. Secondary 

(Continued on page 88A) 
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9-year study’ with 
COUMADIN demonstrates: 
long-term anticoagulation 
in office management 
of outpatients is 
practical and effective 





A 5-year study? of long-term anticoagulation with COUMADIN (warfarin sodium) in 
office practice patients has demonstrated that such treatment reduces the prob- 
ability of further infarctions in the postinfarct patient and is effective in preventing 
a first infarction in patients with angina. 


An earlier report? noted that long-term anticoagulant therapy with warfarin sodium 
can be carried out, along with the necessary prothrombin time determinations, as 
part of general office practice. 


“The most significant advantage is the great ease in maintaining patients in a 
therapeutic range. It has been rewarding to find, month after month, patients 
varying no more than three or four seconds in their prothrombin times on their 
established dosage of Warfarin sodium [COUMADIN ].”2 
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* Optimum results are 
obtained by gradually 
increasing the dosage to 
the maximum the patient 
can tolerate without the 
appearance of drowsiness. 
The following procedure 
for dosage adjustment has 
proven highly successful: 
Take one tablet 2 times 
per day for 2 days. On the 
third day increase the 
daily dosage by one tablet. 
Similarly increase the 
dose every third day 
thereafter, to the point 
of drowsiness. 

For example, if one tablet 
4 times a day produces 

an obvious sleepy feeling, 
and on three the patient 
is comfortable, then the 
proper dose will be three 
tablets per day. 










superior daytime relaxing agent 


(NOT A TRANQUILIZER) 


Comparative clinical studies show that PLEXONAL is superior 
to meprobamate or barbiturates for daytime relaxation” 


“Plexonal was preferred (superior therapeutic effect) by 73.7 per cent 
of the patients, whereas 11.1 per cent preferred meprobamate, a ratio of 
6.6 to 1... . 30.5 per cent noted adverse reactions to meprobamate 

as compared to 7 per cent in respect to Plexonal. . . . Plexonal gave better 
results than did any of the sedative or relaxing agents that have been 
available during our experience covering the previous 15 years.” 


In 26 older age cardiac patients, “A comparison of Plexonal with the 
therapy previously employed showed that 17 did better on Plexonal 
than on meprobamate, 6 did better on meprobamate than on Plexonal 
and 3 responded the same to both.’” 


Indications: Anxiety, tension, apprehension, nervousness, irritability, 
restlessness, hyperexcitability. 


Extremely well tolerated by geriatric patients who need mild sedation, 
as well as by depressed patients. 


Dosage: One tablet 3 or 4 times a day is adequate for most patients. 
However, some require up to six tablets per day, whereas others respond 
adequately to as little as 1 tablet per day.+ 


Composition: Each tablet contains sodium diethylbarbiturate 45 mg., 
sodium phenylethylbarbiturate 15 mg., sodium isobutylallylbarbiturate 
25 mg., scopolamine hydrobromide 0.08 mg., dihydroergotamine meth- 
anesulfonate 0.16 mg. 


1. Scheifley, C. H.: Proc. Staff Meet. Mayo Clin. 84:408 (Aug. 19) 1959. 
2. Davanloo, H.: Am. J. of Psychiat. 117:740 (Feb.) 1961. 
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hypertension is covered fairly adequately 
in chapter 9. The physiologic and biochem- 
ical disturbances in hypertension are cov- 
ered rather simply in chapter 11, but the 
author points out that the details of such 
mechanisms were not intended to be in- 
cluded in this book. The entire problem 
of hypertension associated with pregnancy is 
covered in chapter 8, which was written 
with Dr. Seymour Monat. 

The remainder of the book concerns it- 
self with the management of the patient 
and with antihypertensive drug therapy, al- 
though, of course, these subjects are touched 
on also in the early part of the text. Some 
of the problems encountered in therapy are 
discussed, and suggested instructions to the 
patients are described. 

The drugs, which are covered with rea- 
sonable thoroughness, are listed by both 
generic and common trade names, a practice 





making for easy recognition yet satisfying 
the need for proper identification. Because 
of problems with their administration 
which become apparent over a period of 
years, some drugs are no longer considered 
as useful as they were when the book was 
in preparation. Other drugs, described only 
casually because they were so new when 
the book went to press, would, at this 
time, merit more discussion—for example, 
guanethidine. 

Although the basic practical points of 
diagnosis and management may not change 
much in the near future, the chapters on 
drug therapy will be constantly changing, 
as the author himself recognizes. 

This book does essentially what it sets 
forth to do. It reads easily and _ provides 
many helpful practical points. For the latest 
information on drug therapy, the book will 
have to be supplemented by the current 
literature. The physician seeking to know 
more of the physiologic and chemical de- 

(Continued on page 94A) 
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During the declining years, frustration arising from 
declining capacity to participate in social and fam- 
ily activities often leads to depression, manifested 
frequently in unpredictable swings of mood. 
The value of Tofranil in restoring the depressed 
elderly patient to a more normal frame of mind has 
received strong support from recent studies.!3 
Under the influence of Tofranil, such symptoms as 
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life becomes easier both for the patient and those 
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rangements in hypertension will have to 


extend his reading. The book’s greatest 

value will be to the practicing physician, 

for whom, in the final analysis, the book 
was written. 

MILTON M. HURWITZ, M.D. 

St. Paul 


Publications of Geriatric Interest 

National Cancer Institute Monograph No. 3 
—proceedings of the Conference on Exper- 
imental Clinical Cancer Chemotherapy No- 
1959; available at $2 


a copy from the Superintendent of Docu- 


vember 11 and 12, 


ments, U. S. Government Printing Office, 
Washington 25, D. C. 
Facts 


more hopeful prognosis for stroke victims, 


About Strokes—an outline of the 


with special emphasis on development of a 
sound rehabilitation program; published 
by American Heart Association and avail- 
able from state and local heart associations. 

Housing Costs and Choices of the Older 
Consumer—a study of the present cost of 
food and housing for the elderly, their at- 
titudes to present living arrangements, and 
an estimate of the costs of providing new 
facilities and services to meet their wants; 
$1 per copy from the Women’s Educational 
and Industrial Union, 264 Boylston Street, 
Boston 16, Massachusetts. 

The Aged in Mental Hospitals—a report 
by the U. S. Senate Subcommittee on Prob- 


lems of the Aging and Aged; published 


for the Senate Committee on Labor and 
Public Welfare by the U. S. Government 
Printing Office, Washington 25, D.C. 

Health Statistics, Series B-No. 20—statis- 
tics on the prevalence of arthritis and 
rheumatism and the disability due to these 
conditions by age, sex, and medical care 
status; published by U. S. Department of 
Health, Education, and Welfare, Public 
Health Service, Division of Public Health 
Methods, Washington 25, D.C. 

Influenza Fact Sheet—background, ration- 
ale, and recommendations for annual im- 
munization of the aged; available without 
cost from the U. S. Public Health Service, 
Washington 25, D.C. 
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thinned with lemon juice makes a tasty fat-free dressing. patient's diet. 
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to prevent pain and anxiety 
in angina 


For your angina patients, EQUANITRATE helps control pain and angina- 
triggering anxiety. EQUANITRATE reduces the number and severity of attacks, 
increases exercise tolerance, and lessens nitroglycerine dependence. Russekt 
reports “‘The best results ...in both clinical and electrocardiographic response, 
were observed with a combination of meprobamate and _ pentaerythritol 
tetranitrate [EQUANITRATE] in the patients studied.” 


For further information on the limitations, administration, and prescribing 
of EQUANITRATE, see descriptive literature or current direction circular. 
tRussek, H.I.: Am J. Cardiol. 3:547 (April) 1959. 


Supplied: EQuANITRATE 10 (200 mg. meprobamate, 10 mg. pentaerythritol tetranitrate), 
white oval tablets, vials of 50. EQUANITRATE 20 (200 mg. meprobamate, 20 mg. pentaerythritol 
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Wyeth Laboratories Philadelphia 1, Pa. 
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Activities and announcements 


National Council To Meet 

The first annual meeting of the National 
Council on the Aging will be held October 
9 and 10, 1961, at the Biltmore Hotel and 
Carnegie Building in New York. The Na- 
tional Council is the successor organization 
to the National Committee on the Aging of 
the National Social Welfare Assembly. The 
theme for the meeting is “Light on the Fu- 
ture—A Realistic Approach to Planning the 
Later Years.” 

The meeting will start with new informa- 
tion from the 1960 census and will follow 
with a look at the economic future of older 
people in terms of social security, private 
pensions, and insurance; the outlook for 
employment; and the outlook for health. 
The luncheon meeting will deal with po- 
tential scientific and technologic changes in 


environment which will affect older people. 


» 


Course on Rehabilitation 

of Chronically Ill 

The Department of Physical Medicine and 
Rehabilitation of New York Medical Col- 
lege will conduct a one-week course for 
physicians on rehabilitation of the chron- 
ically ill patient November 13 through 17. 
Curriculum material includes physiology 
and pathology of chronic disease, nutrition 
and dental care, home care programming, 
community needs and_ resources, public 
health aspects, and management problems 
related to neuromuscular and musculoskel- 
etal conditions. Application should be made 
to Raymond C. Lerner, M.S.S.W., Coordi- 
nator, Postgraduate Education, Department 
of Physical Medicine and Rehabilitation, 
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All news and announcements for this 

department should reach the editorial office six weeks 
before publication date. Please direct all 
communications to News Editor, GERIATRICS, 

84 South Tenth Street, Minneapolis 3, Minnesota. 


New York Medical College, 1 East 105th 
Street, New York 29. 

> 
Occupational Therapy Meeting 
The American Occupational Therapy As- 
sociation will hold its annual conference 
November 6 through 8 at the Sheraton- 
Cadillac Hotel in Detroit. 


> 


Home Study Course 

“Anticipating Your Later Years” is a home 
study course at the University of Georgia’s 
Center for Continuing Education designed 
to help the old person make the best use of 
retirement years. The $25 fee includes ma- 
terials and instruction. Details may be ob- 
tained from Miss Elizabeth Powell, Home 
Study Supervisor, Georgia Center for Con- 
tinuing Education, University of Georgia, 
Athens, Georgia. 


> 

Research Grants 

A grant of $100,000 from the Harris and 
Eliza Kempner Fund will support a_re- 
search program at the University of Texas 
to investigate the nature of aging proc- 
esses in man and the physiologic changes 
that take place in health and disease. The 
program, the Kempner Research Center for 
Life-Span Health, will study the effects of 
time on human physiologic processes. 


The National Institute of Mental Health 
has awarded a grant to the New Jersey De- 
partment of Institutions and Agencies to 
study geriatric problems in state mental 
(Continued on page 102A) 
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Why arthritic patients - 
feel much better on Dianabol 


1. In arthritis, 
Dianabol improves general 
physicai condition 


Arthritis, like other chronic illnesses, plunges 
the body into a catabolic state. Protein stores 
are depleted; appetite wanes; weight drops; 
strength and vigor decline. By aiding the dep- 
osition, synthesis and utilization of protein, 
and by conserving calcium, Dianabol pro- 
motes lean weight gain, increases strength and 
vitality, and strengthens bone structure in pa- 
tients with a wide range of chronic diseases. 
Recent studies show that adjunctive use of 
Dianabol may be particularly valuable in pa- 
tients with arthritis to improve over-all clini- 
cal status. Kuzell and Naugler,' for example, 
report that arthritic patients on Dianabol 
“generally have experienced an increase in 
appetite, weight, strength and endurance.” 
Kuzell and Naugler note further: “Unlike 
some other testosterone derivatives, the use 
of this compound [Dianabol] is not followed 
by virilizing phenomena. Fluid retention has 
been no problem.” 


2. In arthritis, 
Dianabol helps restore 
a sense of well-being 


Plagued by pain and reduced mobility, ar- 
thritics often lose hope and become depressed. 
The marked improvement in general health 
usually associated with therapy with Dianabol 
may have a favorable effect in these patients, 
as it has in so many chronically ill individuals. 
As physical status improves, hope is revived 
and a sense of well-being restored. Comment- 
ing on the use of Dianabol in a group of debil- 
itated, cachectic patients, Gingrich? states: 
“The majority of patients experienced in- 
crease in appetite and a feeling of well-being.” 
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3. In arthritis, 

Dianabol augments the 
beneficial effects of 
salicylates, corticosteroids, etc. 


Several investigators!34 have observed im- 
proved therapeutic response after the addition 
of Dianabol to antiarthritis regimens. Kuzell 
and Naugler! state: “In generalized osteo- 
arthritis, symptoms have been less bother- 
some, and in ankylosing spondylitis gain in 
weight and strength has followed the use of 
Dianabol.” Clark,? reporting on 12 hospi- 
talized patients with rheumatoid arthritis be- 
ing given moderate to large doses of 
corticosteroids with evidence of steroid intox- 
ication, noted that the addition of Dianabol 
promptly decreased joint symptoms but in- 
creased steroid intoxication. However, with 
Dianabol it was possible to reduce corticoster- 
oid dosage considerably, while maintaining 
and even furthering clinical improvement. In 
15 ambulatory patients on small maintenance 
doses of corticosteroids, the addition of 
Dianabol resulted in further clinical improve- 
ment which was continued even when corti- 
costeroid dosage was reduced in some cases.34 


4. In arthritis, 
Dianabol counteracts 
the catabolic effects 
of corticosteroids 


Prolonged use of corticosteroids may result in 
excessive breakdown of protein in all tissues, 
including bone,° as well as undue phosphorus 
and calcium loss.® If protein destruction is 
allowed to go unchecked, it may lead to oste- 
oporosis—a condition that has occurred with 
increasing frequency in patients receiving cor- 
ticosteroids for extended periods.’ 

Tillis> asserts that it is “imperative” to restore 
the protein bone matrix in such patients 
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through the use of an anabolic agent. He stud- 
ied the specific anabolic benefits of Dianabol 
in 50 patients with osteoporosis (34 postmen- 
opausal and 16 corticosteroid-induced), most 
of whom also had rheumatoid arthritis. 
Dianabol relieved bone pain, increased 
strength and vigor, and induced a sense of 
well-being in 41 (82 per cent) of these pa- 
tients. Edema, observed in 8 patients, was 
cleared in 4 by reduction of dosage; the re- 
maining 4 responded promptly to hydrochlor- 
othiazide. Gastric distress was noted in 2 
patients, slight hoarseness in 1 woman, and 
facial acne in 1 woman. Other investigators®. 
have shown that addition of Dianabol to the 
regimens of patients receiving corticosteroids 
improved nitrogen and potassium metabolism 
and reduced phosphorus and calcium losses. 
Reporting on 10 patients taking cortico- 
steroids, most of whom had corticosteroid- 
induced osteoporosis and/or myopathy, 
Abbott? states: “In the patients who showed 
a markedly negative nitrogen balance the 
administration of 10 mg. of Dianabol per day 
greatly reduced the protein deficit. In others 
who were eating well and taking smaller 
amounts of corticosteroids a positive nitro- 
gen balance resulted which increased with 
Dianabol.”’ Abbott notes that creatinuria, 
which occurred on corticosteroids alone, was 
increased by Dianabol, as it is by methyl- 
testosterone and the newer oral methyl- or 
ethyl-testosterone derivatives. However, he 
observes that the “‘significance of this creatin- 
uria is not known and no ill effects have been 
ascribed to this change.” While the finding 
of elevated serum aldolase levels raised the 
theoretical possibility of potentially deleteri- 
ous effects, Vignos et al® and Abbott? noted 
no androgenic or myopathic effects and no 
liver disorders in patients who took Dianabol 
and corticosteroids for up to 8 months. Kuzell 





REFERENCES: 1. Kuzell, W. C., and Naugler, W. E.: Paper 
presented at the Annual Meeting of the American Rheuma- 
tism Association, Hollywood-By-The-Sea, Florida, June 9-11, 
1960. 2. Gingrich, G. W.: Clinical report to CIBA. 
3. Clark, G. M.: Paper presented at the Seventh Interim 
Session of the American Rheumatism Association, Dallas, 
Texas, Dec. 10, 1960. 4. Clark, G. M., Kaplan, S., Goobar, J., 
and Mills, D.: Arthritis and Rheumatism 4:106 (Feb.) 1961. 
5. Tillis, H. H.: Clin. Med. 8:274 (Feb.) 1961. 6. Lockie, 
L. M.: J.A.M.A. 170:1063 (June 27) 1959. 7. Boland, E. W.: 
J.A.M.A. 150:1281 (Nov. 29) 1952. 8. Vignoa, BR J., JIr., 
Abbott, W. E., Post, R. S., and Levy, S.: J. Lab. & Clin. 
Med. 56:954 (Dec.) 1960. 9. Abbott, W. E.: Research report 
— 10. Misurale, R: Minerva med. 51:996 (March 21) 
1960. 











and Naugler! state it is their impression that 
Dianabol has checked weight loss following 
prolonged administration of triamcinolone in 
patients with rheumatoid arthritis. They add 
that, with Dianabol, protein patterns have 
migrated toward normal profiles, purpura 
consequent to corticosteroid administration 
has been lessened, and the erythrocyte sedi- 
mentation rate has been diminished. 


advantages of 
Dianabol over other 
anabolic agents as an 
adjunct in the 
treatment of arthritis 


= Dianabol has an exceptionally favorable 
anabolic/androgenic ratio. The anabolic ef- 
fects of Dianabol occur at dosages which 
generally preclude androgenic side reactions. 
In this respect, Dianabol has proved superior 
to 12 other anabolic compounds. Laboratory 
evidence also indicates that Dianabol has no 
estrogenic, progestational, or corticoid-like 
activity which might be clinically detrimental. 
s Dianabol is economical. Low in cost, 
Dianabol is especially suitable for arthritic pa- 
tients who usually require long-term therapy. 
= Dianabol is effective orally. Because it is an 
oral preparation, Dianabol spares patients the 
inconvenience and discomfort of parenteral 
drugs. 


Dianabol 


low-cost, oral anabolic agent 


an important new aily in 
the treatment of arthritis 


Other indications for Dianabol: 

+ Underweight, debility and weakness 

- General physical weakness and cachexia due 
to chronic diseases 

¢ Retarded convalescence from illness, 
surgery, fractures, wounds, and burns 

For complete information about Dianabol (including 


dosage, cautions, and side effects), see 1961 Physicians’ 
Desk Reference or write CIBA, Summit, N. J. 
SUPPLIED: Tablets, 5 mg. 

(pink, scored); bottles of 100. sae ee Se 
DIANABOL® (methandrostenolone CIBA) 


/2954MB 


SUMMIT, NEW JERSEY 
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health hospitals and to arrange for com- 
munity nursing facilities to care for a spe- 
cific group of geriatric patients admitted to 
these hospitals. 


The National Institutes of Health has 
awarded 98 grants to private institutions for 
research in aging. The grants will support 
projects ranging from fundamental research 
in the biology of the aging process to studies 
of the and _ social 


physical, psychologic, 


problems of aging people. 
Midwest Council Organized 
The 


in Aging has been organized to stimulate 


Midwest Council for Social Research 
social research in aging through cooperat- 
ing in research efforts, seeking funds for 
research, and encouraging communication 
and dissemination of pertinent information. 
Sociology and social science departments of 
20 midwestern educational institutions and 
organizations are represented on the Coun- 
cil. Any organization in the midwest con- 
ducting or anticipating research in social 
aspects of aging is eligible for membership. 
Dr. Marvin J. 
Minnesota Department of Rural Sociology 
the 


Taves of the University of 


is chairman of executive committee. 


. 
New Film 
The American Association for Retired Per- 
sons has released a 16 mm., black-and-white, 
sound, fifteen-minute film entiled “69.3.” It 
the 
through the centuries. No rental charge is 


traces increase in life expectancy 
made, but postage must be paid both ways. 
Address requests to William C. Fitch, Exec- 
utive Director, AARP, Suite 419, Dupont 


Circle Building, Washington 6, D. C. 


> 
Pavilion Dedicated 
No steps or doorsills, extra-wide corridors 
lined with hand rails, and rubberized floors 
to muffle sound and to prevent slipping are 
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features of the recently dedicated Joseph 
Gross Pavilion of the Hebrew Home and 
Hospital of Jersey City, New Jersey—an in- 
stitution devoted to care of the aged and 
chronically ill. Designed to remove all pos- 
sible and obstructions and to en- 
courage self-care and self-sufficiency, the new 
pavilion is named after Joseph Gross, pres- 
ident of the hospital. 


» 


Survey of Recreation Needs 


hazards 


Old persons want community centers with 
planned activities included in their public 
housing projects, according to a survey con- 
ducted by the Memphis Housing Authority. 
Of 1,144 persons 62 years of age or older, 
749 said they would be interested in such 
centers. Only 311 indicated they already had 
some hobby to occupy their time. The sur- 
vey indicated that old persons living in 
public housing prefer an active life, in- 
cluding opportunities to join clubs and to 
take part in team games. 


» 

Dr. Bierring Dies 

Dr. Walter L. Bierring, 92, a past president 
of the American Medical Association, died 
June 25 in Des Moines. Dr. Bierring re- 
ceived his medical degree from the Univer- 
sity of Iowa and later studied at Heidel- 
berg, London, Paris, Berlin, Prague, and 
Vienna. He the the Na- 
tional Board of Medical Examiners, estab- 
lished in 1915, and a past president of the 
Iowa State Medical Society. An article on 
Dr. Bierring’s life appears in the July 1961 
issue of Geriatrics. 


> 


Fire Protection for the Elderly 

National fire safety standards must be de- 
veloped for all types of institutions for 
the elderly, who need the best possible pro- 
declared Detroit Fire Marshal 
E. Thom at a recent session of the 
Fire Marshals Association of North America. 
Reports from many fire officials, Thom said, 


was founder of 


tection, 
Glenn 


indicate that too many operators of homes 
(Continued on page 104A) 








acts directly on 

peripheral arterial walls... 
produces gradual, 
sustained vasodilatation 
without disturbing 
hemodynamics 


CYCLOSPASMOL 


in peripheral vascular disease 


Cyclospasmol is more effective in the treatment of 
arteriosclerosis obliterans and for the relief of inter- 
mittent claudication than sympatholytic and adren- 
ergic blocking agents, because it acts directly on the 
arterial musculature. 





m does not produce tachycardia, syncope or hypo- 
tension—may be used with safety in most patients 
having cerebral and coronary vascular diseases. 
m dilates the deeper arteries as well as the superficial 
vessels to improve blood flow to the extremities. 


m@ orally effective; produces a gradually increasing 


vasodilatation—aids in the healing of trophic leg 
ulcers. 

Dosage: Usual dosage is two tablets (200 mg.) four 
times daily. Dosage range is from one to three tablets, 
q.i.d. Continued therapy and individualized dosage, 
depending upon response, is necessary for maximum 
effectiveness. Supply: 100 mg. tablets, bottles of 100. 


References: 1. Council on Drugs, New and Nonofficial Drugs, 
J.A.M.A. 170:1670, 1959. 2. Leslie, Robert E.: Effects of Cyclan- 
delate gs os ye ~A Treatment of Circulatory Disturbances, 
Tex. J. Med. 56:352- 356, 1960. 3. Popkin, R. J.: Combined 
Vasodilator Therapy in Peripheral Vascular Diseases, J. Am. 
Geriatrics Soc. VIII: 638-643, 1960. 4. Van Wijk, T. W.: or 
4:103, 1953. 5. Gillhespy, R. O.: Brit. M. J. 2:1543, 1957. 6. Gil- 
lhespy, R. O.: Angiology 7:27, 1956. 


Professional literature and samples available on request 
IVES-CAMERON COMPANY 
New York 16, N. Y 


“Trademark 











Announcements 





(Continued from page 102A) 
for the elderly are ignoring elementary safe- 
guards for old people who would be help- 


less in a fire emergency. 


» 


Hospitalized Department Store 

Chronically ill and disabled patients shop 
for themselves in a special department store 
at Beth n the Bronx, 
New York. Featuring a wide merchandise 
selection at low prices, the store was set up 
Department 


Abraham Home in 


and Alexander’s 
Store. 


special store as part of occupational or 


stocked by 
Eventually, patients will run the 


rehabilitation therapy. 


» 


Nutritional Information Service 

The New York State Department of Social 
Welfare has a nutritional in- 
formation service to improve the health 


established 








What Foods Supply the Daily re 
Recommended’ Protein and 
Contain less than 400 Calories? 











Calories Per 


Product 70 Grams Protein 

Fearn’s Soya Granules 336 

Fearn’s Low Fat Soya Powder 336 

Chuck Roast 853 

Eggs, whole 885 

Cheese, cheddar 986 

Milk, whole 1360 

FEARN’S SOYA GRANULES and Low Fat Soya 
Powder contain the recommended complete protein 
and substantial amounts of calcium, phosphorous, 


iron, and the B-complex. This is why these soya 
products are used as a base for weight reduction 
diets. Soya products are economical also. One diet 
based on Fearn’s Low Fat Soya Powder will cost 
your patient only twenty two cents per day. 

Since the soybean is one of the very few vegetable 
2s of complete protein and the fat contained is 
highly unsaturated (87%), you may safely provide 
adequate amounts of complete protein in your anti- 
cholesterol and lipotropic diets with soya products. 





Fearn’s Soya Granules and Low Fat Soya Powder 
are also helpful in low sodium diets (0.8 mg/100 
grams) and low fat diets (5%). Samples, recipe fold- 
ers, and a convenient folder listing the exact nu- 
trients in all common foods are available at your re- 
quest. Fearn’s Soya Granules and Low Fat Soya 
Powder are available at all dietary food stores. 


1. Food and Nutrition Board, National Re- 
search Council 





and well-being of residents in homes for 
the aged, nursing homes, hospitals, public 
homes, and other facilities. Information on 
the service is available from Raymond W. 
Houston, commissioner, Department of Social 
Welfare, 112 State Street, Albany, New York. 


> 


Health Data 

According to a recent report from the Pub- 
lic Health Service’s National Health Survey, 
about 1,161,000 of the U. S. civilian, non- 
institutional population had hearing aids 
between July 1958 and June 1959. The 
survey indicated that more women than 
men have hearing aids and that the number 
of hearing aids is consistently higher in 
urban than in rural areas. 

About 253,000 persons had wheel chairs 
during the same period, and about 201,000 
persons had leg or foot braces. Another 
494,000 are reported to have other types 
of braces. 

(Continued on page 108A) 








Fearn Soya Foods 


Established 1925 
1206 N. 31st Ave. * Melrose Park, Ill. 
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AT ANY AGE 


A 
SAFE 
APPROACH 


IN THE TREATMENT OF PSORIASIS 


RIASOL 


Clinically tested, safe and effective RIASOL offers maxi- 
mum assurance against recurrence and adverse reactions. 


RIASOL contains 0.45% Mercury chemically combined with soaps, 
0.5% Phenol, and 0.75% Cresol. Available at pharmacies or direct 
in 4 and 8 fluid ounces. Write for professional sample and 
literature. 


she Latoratories  vep.103 


12850 MANSFIELD DETROIT 27, MICHIGAN 











The Aged 


-and a natural way to meet their special nutrition needs 
with fresh-flavor, economical Carnation Instant. 


Finicky appetites, dental problems, food 
costs—one or more often play a part in con- 
tributing to poor diet for the elderly. 

A pleasant natural way to help improve 
their nutritional status is the excellent new 
food — new Carnation Instant Nonfat Dry 
Milk mixed 25% over-strength. 

One-third cup extra crystals per liquid 
quart when mixing provides 25% more cal- 
cium, protein, and B-vitamins than ordinary 


nonfat milk, Because your patients can add 
this additional amount, 
they get needed nutrients 
— without excessive calo- 
ries. And its richer, more 
delicious flavor mixed 
over-strength is a natural 
way to extra nutrition 
they'll enjoy. Costs them 
only 12¢ a quart. 





ANOTHER QUALITY PRODUCT OF CARNATION COMPANY, LOS ANGELES 36, CALIFORNIA 
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Mead Johnson 
Laboratories 


Symbol of service in medicine 





clinically 
proven 
effectiveness 


predictable 
action 


virtual freedom 
from gruping or 
other irritating 
side effects 


*Results of a survey of over 
1,000 physicians conducted by 
the Bureau of Research, Inc., 
555 W. Jackson Blvd., Chicago 
6, Illinois (April, 1960). 
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* patients 


-COLAC Tt 


tes the enema and straining at stool 


In geriatric patients,'* Peri-Colace promptly, yet gently, induces bowel 
movements—satisfactory evacuation without straining. It helps to elim- 
inate the use of enemas for bedfast patients, even where fecal impaction 
is a complicating factor.’ 


Experience in practice’® has shown the unusual dependability of 
Peri-Colace in elderly patients with a wide variety of illnesses compli- 
cated by constipation. In many of these, muscular strength is insufficient 
to effect a bowel movement.’? With Peri-Colace, a soft, easily passed stool 
is evacuated within 8 to 12 hours. 


With Peri-Colace, “...side effects such as griping are reduced to a 
minimum.”* 


References: (1) Smigel, J. O.; Lowe, K. J.; Hosp, P. H., and Gibson, J. H.: M. Times 86:1521-1526 
(Dec.) 1958. (2) Napp, E. E., and Donnenfeld, A. M.: J. Am. Geriatrics Soc. 8:858:860 (Nov.) 1960. 
(3) Broders, A. C., Jr.: Am. J. Digest. Dis. 2:483-486 (Sept.) 1957. 

















OMMOLT tor 
Support Wearers 


When Freeman is prescribed the doctor 
knows that the luxurious Velveteen 
lining and the plush-cushioning over 
stays will relieve epidermal irritation— 
an especially important benefit for the 
elderly. And he knows too, that full 
therapeutic values will fill his prescrip- 
tion with the utmost satisfaction to 
himself and his patient. All Freeman 
supports are scientifically designed 
with the highest quality materials and 
craftsmanship. 


Model 422 
Sacro-Lumbar 
Support for Men 


Model 423 
for Women 


Prescribe Freeman 
with Confidence 


breeman 


Department 557, Sturgis, Michigan 
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The Health Service’s report is called “Dis- 
tribution and Use of Hearing Aids, Wheel 
Chairs, Braces, and Artificial Limbs, United 
States, July 1958-June 1959,” Public Health 
Service Publication No. 584-B 27. Copies are 
available for 25¢ from the Superintendent 
of Documents, Government Printing Office, 
Washington 25, D. C. 


& 
Officers Elected 


Officers of the National Association of Jew- 
ish Homes for the Aged elected at the 
annual meeting in Boston include president, 
Herbert Shore (Dallas); vice presidents, 
Dr. Sol Geld (Passaic, New Jersey), Eli 
Rudin (Boston), Jacob G. Gold (Chicago), 
and Joe Folkoff (Baltimore) ; and treasurer, 
Martin Freeman (Hartford). 


» 


Aging Population Increase 

The 1960 census of Washington State re- 
ports an increase in the proportion of the 
state’s aging population with some rural 
counties having a heavy concentration of 
persons 65 years of age and over. In 1950, 
8.8 per cent of the population of the state 
was 65 years and over, and in 1960 this 
population increased to 9.8 per cent of the 
total state population. Today the state has 
279,000 persons 65 years of age and over, 
as compared with 211,000 in 1950. The pop- 
ulation of persons 65 and over exceeds 14 
per cent of the total population in 12 cities 
throughout the state. 


> 


Geriatric Traffic Safety Forum 

Traffic officials and senior citizens of metro- 
politan Washington, D. C., exchanged ideas 
on safer walking and driving at a forum 
sponsored by the League of Senior Citizens 
Clubs of the Metropolitan Area and the 
Department of Motor Vehicles. Part of the 
field service program of the Office of Traffic 
Safety, the forum covered a gamut of traffic 
safety subjects from physical standards for 
safe driving through unmarked police cars 
to bigger and better traffic signals. 
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aspirin buffered with the most widely-prescribed antacid... 





Aspirin MAALOX 
. mg.. 160 mg. 
gr. 





ASCRIPTIN 


in long-term administration, as in Arthritis, 
when aspirin combined with an antacid is desired: 


sear ASCFIPLIT... 


the aspirin buffered with the best 


To prevent or minimize gastric distress which often accompanies prolonged or high level 
administration of acetylsalicylic acid, ASCRIPTIN provides aspirin in combination with 
MAALOX®, the preferred professional antacid. The recognized superiority of MAALOX 
makes ASCRIPTIN a superior aspirin-antacid, with the virtues of buffered aspirin and 
with the added distinction of being promoted professionally only. 


Indicated wherever salicylates are useful, ASCRIPTIN is particularly suited to the 
long-term requirements of your arthritic patients. 


Supplied: Bottles of 100 and 500 tablets. For severe pain — Capsules 
ASCRIPTIN with Codeine (codeine phosphate 15 mg.), bottles of 50. 


WILLIAM H. RORER, INC. PHILADELPHIA, PENNSYLVANIA | 











If postcoronary management is 
of special interest to you, 
consider the demonstrated value 
of sublingual heparin . . . 


“In a controlled clinical study of 260 postcoronary 
patients, one-half were given sublingual heparin and 
one-half received conventional treatment. During 
the period of observation, averaging more than 2 
years per patient, there were 12 recurrent infarctions 
in the heparin-treated group and 38 in the control 


group. This difference is statistically significant.” 
Fuller, H. L.: Angiology //:200 (June) 1960. 





Simple and safe for long-term therapy, Clarin* (sublingual heparin) effectively con- 
trols the prolonged postprandial lipemia associated with atherosclerosis by facilitating 
the normal physiologic breakdown of fats. Unlike parenteral heparin, the use of Clarin 
requires no clotting-time or prothrombin determinations. The antilipemic activity of 
each manufactured lot of tablets is confirmed by sublingual control tests in animals. 





Indication: For the management of hyperlipemia 
associated with atherosclerosis, especially in the 
postcoronary patient. Dosage: After each meal, 
hold one tablet under the tongue until dissolved. 


ie 
Supplied: Bottles of 50 pink, sublingual tablets, 
each containing 1500 I.U. heparin potassium. ctl in} 
An informative booklet, “Hyperlipemia, Heparin 


and Management of the Postcoronary Patient,” (sublingual heparin potassium, Leeming) 
is available from Thos. Leeming & Co., Inc., 


155 East 44th St., New York 17, N. Y. 
*Registered trade mark. Patent applied for. 
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In the glaucoma emergency 


An invaluable adjunct to immediate miotic therapy, DIAMOX can often 
be instrumental in saving the eye. DIAMOX helps reduce intraocular 
tension and edema, facilitating early positive diagnosis ... rapidly re- 
lieves pain. Preoperative preparation with DIAMOX can often improve 
surgical prognosis. Tablets of 250 mg. Parenteral, vials of 500 mg. 


Request complete information on indications, dosage, precautions and contraindica- 
to Medical Advisory Department. 
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LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York QQ 
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New Isuprel Compound Elixir is a bal- 
anced expectorant bronchodilator. It 
contains potassium iodide to promote ex- 
pectoration and relieve dry cough. Its 
three bronchodilators, Isuprel, ephedrine, 
and theophylline, keep bronchi continu- 
ously dilated. Lumina] is included to ne- 
gate possible side effect from adrenergic 
medication and to provide very mild 
sedation for the patient. 


New Isuprel Compound Elixir alleviates 
symptoms...prolongs relief in chronic 
bronchitis and emphysema. 


Each good-tasting vanilla-flavored tablespoon 
(15 cc.) contains: 


Isuprel® (brand of isoproterenol) HCl ... 2.5 mg. 
Ephedrine sulfate ...........sseccseees 12 mg. 
Theophylline ........cscessecscsecsees 45 mg. 
POUASSUM 1OGIGE 2... 6. cece cesecee 150 mg. 
Luminal® (brand of phenobarbital) ...... 6 mg. 
PRCOON os oc cccciescvccesecdvecgecpes 19% 


Adult Dose: 2 tablespoons 3 or 4 times daily. 


How Supplied: Isuprel Compound Elixir is sup- 
plied in bottles of 16 fi. oz. 
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LABORATORIES 
New York 18, N.Y. 


ISUPREL AND LUMINAL, TRADEMARKS REG. U. S. PAT. OFF. 











NEW PRODUCT 














@ TIGACOL PREVENTS DIZZINESS WITHOUT CAUSING DROWSINESS through two specific-acting agents 

controls vertigo promptly by direct relaxation of peripheral blood vesseis and its effects last twice 
as long as nicotinic acid; Tigan controls the nausea, so often associated with vertigo, by selective suppression 
of emetic impu!ses... without causing drowsiness, adrenergic effects or significant hypotension. 


USUAL ADULT DOSAGE: One or two capsules three times daily. 


Roniacoi® —brand of nicotinyl alcohol. Tigan®—4-(2-dimethlyamincethoxy)-N-(3,4,5-trimethoxybenzoyl) benzylamin 


ROCHE LABORATORIES * Division of Hoffmann-La Roche Inc * Nutley 10, N. J 
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